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Department of Health Care Policy and Financing 19-107514

Contractor Amendment Contract Number
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Current Contract Maximum Amount Contract Performance Beginning Date
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State Fiscal Year 2021-22

Payments in this Contract shall be dependent upon and limited | Current Contract Expiration Date
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THE PARTIES HERETO HAVE EXECUTED THIS AMENDMENT
Each person signing this Amendment represents and warrants that he or she is duly authorized to execute this Amendment
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Colorado Access Jared S. Polis, Governor
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Amendment Effective Date: /17/

By:
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6.

PARTIES

This Amendment (the “Amendment”) to the Original Contract shown on the Signature and Cover
Page for this Amendment (the “Contract”) is entered into by and between the Contractor and the
State.

TERMINOLOGY

Except as specifically modified by this Amendment, all terms used in this Amendment that are
defined in the Contract shall be construed and interpreted in accordance with the Contract.

AMENDMENT EFFECTIVE DATE AND TERM
A. Amendment Effective Date

This Amendment shall not be valid or enforceable until the Amendment Effective Date
shown on the Signature and Cover Page for this Amendment. The State shall not be bound
by any provision of this Amendment before that Amendment Effective Date, and shall have
no obligation to pay Contractor for any Work performed or expense incurred under this
Amendment either before or after of the Amendment term shown in §3.B of this Amendment.

B. Amendment Term

The Parties’ respective performances under this Amendment and the changes to the Contract
contained herein shall commence on the Amendment Effective Date shown on the Signature
and Cover Page for this Amendment or July 1, 2021, whichever is later and shall terminate
on the termination of the Contract or June 30, 2022, whichever is earlier.

PURPOSE

The purpose of this amendment is to include programmatic changes for State Fiscal Year 2022.
MODIFICATIONS

The Contract and all prior amendments thereto, if any, are modified as follows:

A.  The Contract Initial Contract Expiration Date on the Contract’s Signature and Cover Page is
hereby deleted and replaced with the Current Contract Expiration Date shown on the
Signature and Cover Page for this Amendment.

B. The Contract Maximum Amount table on the Contract’s Signature and Cover Page is hereby
deleted and replaced with the Current Contract Maximum Amount table shown on the
Signature and Cover Page for this Amendment.

C. Exhibit B-5, Statement of Work, is hereby deleted in its entirety and replaced with Exhibit
B-6, attached. All references to Exhibit B, Exhibit B-1, Exhibit B-2, Exhibit B-3, B-4, or B-
5 shall henceforth be a reference to Exhibit B-6

D. Exhibit E-6, Payment, is hereby deleted in its entirety and replaced with Exhibit E-7, attached.
All references to Exhibit E, Exhibit E-1, Exhibit E-2, Exhibit E-3, E-4, E-5, or E-6 shall
henceforth be a reference to Exhibit E-7

E.  Exhibit [-4, Capitated Behavioral Health Benefit Covered Services and Diagnoses, is hereby
deleted in its entirety and replaced with Exhibit I-5, attached. All references to Exhibit I,
Exhibit I-1, Exhibit I-2, Exhibit I-3, or I-4 shall henceforth be a reference to Exhibit 1-6

LIMITS OF EFFECT AND ORDER OF PRECEDENCE
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This Amendment is incorporated by reference into the Contract, and the Contract and all prior
amendments or other modifications to the Contract, if any, remain in full force and effect except
as specifically modified in this Amendment. Except for the Special Provisions contained in the
Contract, in the event of any conflict, inconsistency, variance, or contradiction between the
provisions of this Amendment and any of the provisions of the Contract or any prior modification
to the Contract, the provisions of this Amendment shall in all respects supersede, govern, and
control. The provisions of this Amendment shall only supersede, govern, and control over the
Special Provisions contained in the Contract to the extent that this Amendment specifically
modifies those Special Provisions.
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EXHIBIT B-6, STATEMENT OF WORK

1. ACCOUNTABLE CARE COLLABORATIVE

1.1. The Department has created the Accountable Care Collaborative to improve client health and reduce costs in
the Medicaid Program.

1.1.1.

1.1.2.1.

1.1.2.2.
1.1.2.3.

1.1.2.4.
1.1.2.5.
1.1.2.6.

1.1.2.7.

1.1.3.1.
1.1.3.2.

1.1.4.

1.1.5.
1.1.6.

1.1.6.1.
1.1.6.2.
1.1.6.3.

1.1.6.4.

The Contractor, as the Regional Accountable Entity, shall assist the Department in reducing avoidable and
unnecessary costs within the Medicaid Program without negatively impacting access to high-value services
or positive program outcomes.

The Contractor shall actively participate in a Department-led Collaboration (the Cost Collaborative) to
identify and control unnecessary and/or avoidable costs within the Medicaid Program. One critical objective
of this collaborative is to align incentives and focus across the health continuum from alternative payment
methodologies to quality performance objectives and care coordination risk stratification hierarchy.
Ultimately, this coordination will result in improved savings, results and stakeholder performance. The
Contractor shall:

Assist the multi-payor collaborative and the Department in the selection of ten (10) to fifteen (15) specific
and consistent quality metrics which physicians shall be evaluated on;

Identify gaps in the data and information needed to successfully engage in the cost containment work;

Assist in improving the flow of necessary data and information between the Contractor, their Network
Providers and the Department;

Identify early areas of opportunity;
Share ideas regarding best and promising practices and the return on investment;

Assist in identifying strategies to create capacity for cost containment work, which could include
narrowing or lessening the focus on certain Contractor responsibilities; and

Maximize its focus on cost-containment in appropriate balance with other key responsibilities, by
identifying the top eight to ten critical elements for successful implementation of Phase II.

The Contractor shall within the first one hundred and twenty (120) days of the Contract identify key
performance metrics and targets in the following two (2) areas:

Percent of Members receiving care coordination;
Access standards.

The Contractor shall produce a return on program investment between 1.5-2.0 to 1 for the first year of Phase
II, increasing in subsequent years of the Contract.

The Contractor shall work with the Department to develop standardized cost dashboards.
The Department will support the Contractor in its cost containment efforts by:

Providing and assisting with the exchange of needed data and information;

Creating a safe environment and a culture of collaboration for the sharing of ideas;

Empowering the RAEs within each region to manage conflict and to collaborate with the Department to
make decisions related to this work;

Supporting overall RAE cost containment efforts by using available levers to require provider engagement
and participation and to support RAEs in the resolution of conflict.
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1.1.9.1.
1.1.9.2.

1.1.9.3.
1.1.9.4.

1.1.9.5.

The Contractor will receive, process, and analyze Statewide data and shall work collaboratively with the
Department to identify trends and potentially avoidable costs.

The Contractor shall utilize Prometheus data at a Statewide level to identify opportunities to improve
Member health outcomes.

The Contractor shall implement the Department’s Population Management Framework to improve member
health, prevent disease progression, reduce unnecessary and/or avoidable utilization and costs, improve
coordination of care across Medicaid programs, and contain costs. The Contractor shall, at a minimum:

Focus outreach, programming, and care coordination on members utilizing Medicaid services.

Implement and evaluate evidence-based and proven programs designed to improve the health of
Department targeted populations and prevent disease progression of Department targeted health
conditions.

Effectively coordinate care for members identified by the Department as having complex health needs.

Redistribute administrative funding received by the Contractor to ensure the appropriate level of financial
resources are made available for coordinating care for members identified by the Department as having
complex health needs.

Be accountable for achieving annually established cost trend and clinical quality outcome metrics.

2. TERMINOLOGY

2.1. In addition to the terms defined in the base contract, acronyms and abbreviations are defined at their first
occurrence in this Exhibit B, Statement of Work. The following list of terms shall be construed and interpreted
as follows:

2.1.1.

2.14.

2.1.5.
2.1.6.

1915(b)(3) Services — Alternative, non-State Plan Services described in 42 C.F.R. § 440 and provided under
the Departments 1915(b)(3) waiver such as: intensive case management, Assertive Community Treatment
(ACT), respite care, vocational services, clubhouses and drop-in center services, recovery services,
educational and skills training courses, prevention/early intervention and residential services.

Accountable Care Collaborative (ACC) — A program designed to affordably optimize Member health,
functioning, and self-sufficiency. The primary goals of the Program are to improve Member health and life
outcomes and to use state resources wisely. Regional Accountable Entities (RAEs) work in collaboration
with Primary Care Medical Providers (PCMPs) that serve as medical homes, behavioral health providers,
and other health providers and Members to optimize the delivery of outcomes-based, cost-effective health
care services.

Adverse Benefit Determination — The denial or limited authorization of a requested service, including
determinations based on the type or level or service, requirements for medical necessity, appropriateness,
setting, or effectiveness of a covered benefit; reduction suspension, or termination of a previously authorized
service; denial, in whole or in part, of payment for a service; failure to provide services in a timely manner;
failure of the Contractor to act with the timeframes provided in 42 CFR 438.408(b)(1) — (2) regarding the
standard resolution of grievances and appeals; and the denial of an enrollee’s request to dispute a financial
liability.

ASAM — (American Society of Addiction Medicine) Professional medical society that defines treatment
guidelines for addictive, substance-related and co-occurring conditions.

APM - see Primary Care Alternative Payment Model
Appeal — A review by a MCO, PHIP or PAHP, of an Adverse Benefit Determination.
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2.1.8.
2.1.9.

2.1.10.

2.1.11.

2.1.12.

2.1.13.

2.1.14.

2.1.15.

2.1.16.
2.1.17.

2.1.18.

2.1.19.

2.1.20.

Behavioral Health — Behavioral health refers to a level of psychological well-being, not just an absence of
mental illness. When used in this contract it is referring to both mental health and substance use.

Business Hours — 8:00 a.m.-5 p.m. Mountain Time each Business Day.

Business Intelligence and Data Management System (BIDM System) — a data warehouse that collects,
consolidates, and organizes data from multiple sources, and fully integrates Medicaid eligibility and claims
data for reporting, analytics and decision support.

Business Interruption — Any event that disrupts Contractor’s ability to complete the Work for a period of
time, and may include, but is not limited to a Disaster, power outage, strike, loss of necessary personnel or
computer virus.

Capitated Behavioral Health Benefit — A statewide benefit that advances the emotional, behavioral, and
social well-being of all Members. The benefit promotes psychological health, the ability to cope and adapt
to adversity, and the realization of Members’ abilities. The benefit provides comprehensive State Plan and
non-State Plan mental health and substance use disorder services. The Benefit operates under a monthly
capitation.

Capitated Payment — A monthly payment the Department makes on behalf of each Member for the provision
of non-fee-for-service behavioral health services delivered through the Capitated Behavioral Health Benefit.

Care Coordination — The deliberate organization of Client care activities between two or more participants
(including the Client and/or family members/caregivers) to facilitate the appropriate delivery of physical
health, behavioral health, functional Long Term Services and Supports (LTSS) supports, oral health,
specialty care, and other services. Care Coordination may range from deliberate provider interventions to
coordinate with other aspects of the health system to interventions over an extended period of time by an
individual designated to coordinate a Member’s health and social needs.

Center for Medicare and Medicaid Services (CMS) — The United States federal agency that administers
Medicare, Medicaid, and the State Children’s Health Insurance Program.

Child Health Plan Plus (CHP+) — CHP+ is Colorado’s Children’s Health Insurance Program (CHIP). A title
XXI program, it is a low-cost health insurance program for uninsured Colorado children under age 19 and
prenatal women whose families earn too much to qualify for Medicaid but cannot afford private insurance.

Client — An individual eligible for and enrolled in the Colorado Medicaid program.

Closeout Period — The period beginning on the earlier of 90 days prior to the end of the last Extension Term
or notice by the Department of its decision to not exercise its option for an Extension Term, and ending on
the day that the Department has accepted the final deliverable for the Closeout Period, as determined in the
Department-approved and updated Closeout Plan, and has determined that the closeout is complete.

Client Over-Utilization Program (COUP) — A program to assist Clients who are shown, through
development and review of Client utilization pattern profiles, to have a history of unnecessary or
inappropriate utilization of care services.

Code of Federal Regulations (CFR) — The codification of the general and permanent rules and regulations
published in the Federal Register by the executive departments and agencies of the Federal Government.

Colorado interChange — The Department’s Medicaid Management Information System and supporting
services, which includes: Fiscal Agent Operations Services, Provider Web Portal, online provider
enrollment, claims processing and payment, Electronic Data Interchange (EDI), Electronic Document
Management System (EDMS), provider call center, help desk, and general information technology
functionality and business operations
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2.1.21.

2.1.22.

2.1.23.

2.1.24.

2.1.25.

2.1.26.

2.1.27.

2.1.28.

2.1.29.

2.1.30.

2.1.31.

Colorado Medicaid — A program authorized by the Colorado Medical Assistance Act (Section 25.5-4-104,
et seq., C.R.S.) and Title XIX of the Social Security Act.

Colorado Opportunity Framework — a life stage, indicator-based framework designed to develop a health
care delivery system that incorporates key social determinants of health. The Colorado Opportunity
Framework has been developed through a cross-agency collaborative that coordinates and aligns the
interventions of government, private, non-profit, and Community partners with the goal of delivering
evidence-based initiatives and community- based promising practices so that all Coloradans will have the
opportunity to reach and maintain their full potential.

Colorado’s 10 Winnable Battles — Public health and environmental priorities that have known, effective
solutions focusing on healthier air, clean water, infectious disease prevention, injury prevention, mental
health and substance use, obesity, oral health, safe food, tobacco and unintended pregnancy. The initiative
is overseen by the Colorado Department of Public Health and Environment.

Community — For the Accountable Care Collaborative, Community is defined as the services and supports
that impact Member well-being, including Health Neighborhood providers and organizations that address
the spiritual, social, educational, recreational, and employment aspects of a Member’s life.

Community Centered Boards (CCB) — A for-profit or nonprofit private corporation, which, when designated
pursuant to 27-10.5-105, C.R.S., provides case management services to Clients with developmental
disabilities. A CCB is authorized to determine eligibility of such Clients within a specified geographical
area and serves as the single point of entry for Clients to receive services and supports under 27-10.5-101 et
seq., C.R.S.

Community Mental Health Centers (CMHC) — An institution that provides mental health services required
by §1916(c)(4) of the Public Health Service Act (US) and certified by the appropriate State authorities as
meeting such requirements.

Comprehensive Risk Contract — A risk contract between the Department and an MCO that covers
comprehensive services that includes inpatient hospital services and any of the following services, or any
three or more of the following services: outpatient hospital services, rural health clinic services, Federally
Qualified Health Center (FQHC) services, other laboratory and x-ray services, nursing facility service, Early
and Periodic Screening, Diagnostic, and Treatment (EPSDT) services, family planning services, physician
services, and home health services as defined in 42 C.F.R. § 438.2.

Complex Members — Department defined subset of adult and pediatric Members as stated in the Performance
Pool data specification document. The Contractor may develop a different definition of Complex Members
subject to approval and periodic review by the Department.

Colorado Revised Statutes (C.R.S.) — The legal codes of Colorado; the codified general and permanent
statutes of the Colorado General Assembly.

Credible Allegation of Fraud — May be an allegation which has been verified by the state, from any source,
including but not limited to the following: Fraud hotline complaints, claims data mining, and patterns
identified through provider audits, civil false claims cases, and law enforcement investigations. Allegations
are considered to be credible when they have indicia of reliability and the State Medicaid agency has
reviewed all allegations, facts, and evidence carefully and acts judiciously on a case-by-case basis as defined
at 42 C.F.R. § 455.2.

Deliverable — any tangible or intangible object produced by Contractor as a result of the work that is intended
to be delivered to the Department, regardless of whether the object is specifically described or called out as
a “Deliverable” or not.
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2.1.32.

2.1.33.

2.1.34.

2.1.35.
2.1.36.

2.1.36.1.

2.1.36.2.

2.1.36.3.

2.1.37.

2.1.38.

2.1.39.

2.1.40.

2.1.41.

2.1.42.
2.1.43.

2.1.44.

2.1.45.

Department — The Colorado Department of Health Care Policy and Financing, a department of the
government of the State of Colorado.

Disaster — An event that makes it impossible for Contractor to perform the Work out of its regular facility
or facilities, and may include, but is not limited to, natural disasters, fire or terrorist attacks.

Early Periodic Screening, Diagnostic and Treatment (EPSDT) — EPSDT provides a comprehensive array of
prevention, diagnostic, and treatment services for low-income infants, children and adolescents under age
21, as specified in Section 1905(r) of the Social Security Act (the Act). The EPSDT requirements are defined
by 42 C.F.R. § 441.50 to 441.162 , 42 C.F.R. § 440.345, 42 U.S.C. 1902(a)(43) and 1905(a)(4)(B), and
Medicaid Part V state manual.

Effective Date — The date upon which this Contract will take effect, as defined in the Contract.

Emergency Medical Condition — As defined in 42 C.F.R. § 438.114(a) means a medical condition
manifesting itself by acute symptoms of sufficient severity (including severe pain) that a prudent layperson,
who possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in the following:

Placing the health of the individual (or, for a pregnant woman, the health of the woman or her unborn
child) in serious jeopardy.

Serious impairment to bodily functions.
Serious dysfunction of any bodily organ or part.

Emergency Services — Covered inpatient and outpatient services that are furnished by a provider that is
qualified to deliver these services under 42 C.F.R. § 438, and needed to evaluate or stabilize an emergency
medical condition as defined in 42 C.F.R. § 438.114.

Encounter Data — The information relating to the receipt of any item(s) or service(s) by an enrollee under a
contract between the State and a provider as defined in 42 C.F.R. § 438.2.

Essential Community Provider (ECP) — Providers that historically serve medically needy or medically
indigent individuals and demonstrate a commitment to serve low-income and medically indigent populations
who comprise a significant portion of the patient population. To be designated an “ECP,” the provider must
demonstrate that it meets the requirements as defined in 25.5-5-404.2, C.R.S.

Fee-for-Service (FFS) — A payment delivery mechanism based on a unit established for the delivery of that
service (e.g., office visit, test, procedure, unit of time).

Federally Qualified Health Center (FQHC) — A hospital-based or free-standing center that meets the FQHC
definition found in Section 1905(1)(2)I of the Social Security Act.

Fiscal Agent — A contractor that processes or pays vendor claims on behalf of the Medicaid agency.

Fiscal Year (FY) — The twelve (12) month period beginning on July 1 of a year and ending on June 30 of
the following year.

Fraud — An intentional deception or misrepresentation made by a person with the knowledge that the
deception could result in some unauthorized benefit to her/himself or some other person. It includes any act
that constitutes Fraud under The Colorado Medicaid Fraud Control Act, C.R.S. § 24-31-801 et seq., The
Colorado False Claims Act, C.R.S. § 25.5-4-305 et seq. and other applicable federal or state laws and
regulations.

Frontier County — A county in the Contractor’s service area with a population density less than or equal to
6 persons per square mile.
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2.1.46.

2.1.47.

2.1.48.

2.1.49.

2.1.50.

2.1.51.

2.1.52.

2.1.53.
2.1.54.

2.1.55.

2.1.56.

2.1.57.

2.1.58.
2.1.59.

2.1.60.

Grievance — An expression of dissatisfaction about any matter other than an adverse benefit determination,
including but not limited to, quality of care or services provided and aspects of interpersonal relationships
such as rudeness of provider or employee, or failure to respect the Member’s rights as defined at 42 C.F.R.
§ 438.400 (b).

Group of Practitioners — means two (2) or more health care practitioners who practice their profession at a
common location, whether or not they share common facilities, common supporting staff, or common
equipment.

Health First Colorado — Colorado’s Medicaid program. It was renamed July 1, 2016.

Health Neighborhood — A network of Medicaid providers ranging from specialists, hospitals, oral health
providers, LTSS providers, home health care agencies, ancillary providers, local public health agencies, and
county social/human services agencies that support Members’ health and wellness.

Health Needs Survey — A brief tool to assess individual Member’s health risks and quality of life issues, and
identify high priority Member needs for health care and Care Coordination.

Healthy Communities — A program that contracts with county agencies to perform initial outreach, system
navigation, and education to eligible Health First Colorado and CHP+ members. Eligible members include
children ages 0-20 in Medicaid, children ages 0-18 in CHP+, and pregnant women.

HEDIS — The Healthcare Effectiveness Data and Information Set developed by the National Committee for
Quality Assurance.

HIPAA — The Health Insurance Portability and Accountability Act of 1996.

Home and Community Based Services (HCBS) Waivers — Services and supports authorized through 1915(c)
waivers of the Social Security Act and provided in community settings to a Client who requires a level of
institutional care that would otherwise be provided in a hospital, nursing facility or intermediate care facility
for individuals with intellectual disabilities (ICF/IID) as described at 42 CFR 441.300, et seq.

Hospital Transformation Program — A Department initiative to connect hospitals to the Health
Neighborhood and align hospital incentives with the goals of the Accountable Care Collaborative Program.

Indirect Ownership Interest — Means an ownership interest in an entity that has an ownership interest in
another entity. This term includes an ownership interest in any entity that has an indirect ownership interest
in another entity.

Key Performance Indicators (KPIs) — Performance measures tied to incentive payments for the Accountable
Care Collaborative.

Key Personnel — The position or positions that are specifically designated as such in this Contract.

Limited Service Licensed Provider Network (LSLPN) — As defined by 3 CCR 702-2, Regulation 2-1-9, a
provider network restricted to (i) a narrowly defined health specialty (e.g., substance abuse, radiology,
mental health, pediatrics, pharmacology, etc.) or (i1) services narrowly limited to a single type of licensed
health facility (e.g., inpatient hospital, birth center, long-term care facility, hospice, etc.) or (iii) home health
care services delivered in the covered person’s residence only.

Managed Care Organization (MCO) — An entity that has or is seeking to qualify for, a Comprehensive Risk
Contract and that is a federally qualified health maintenance organization that meets the advanced directives
requirements; or any public or private entity that meets the advance directives requirements and is
determined by the Secretary to make the services it provides to its Medicaid enrollees as accessible (in terms
of timeliness, amount, duration, and scope) as those services are to other Medicaid beneficiaries within the
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2.1.61.

2.1.62.

2.1.63.

2.1.64.

2.1.65.

2.1.66.

2.1.67.

2.1.68.
2.1.69.
2.1.70.

2.1.71.

2.1.72.

2.1.73.

2.1.74.

2.1.75.

2.1.76.

area served by the entity, and meets the solvency standards of 42 C.F.R. § 438.116 as defined in 42 C.F.R.
§ 438.2.

Managing Employee — Means a general manager, business manager, administrator, director, or other
individual who exercises operational or managerial control, or who directly or indirectly conducts the day-
to-day operation.

Marketing — Means any communication from MCO, PIHP, PAHP, PCCM or PCCM Entity to a Medicaid
beneficiary who is not enrolled in that entity, that can reasonably be interpreted as intended to influence the
beneficiary to enroll in that particular, MCO’s, PIHP’s, PAHP’s, PCCM’s or PCCM Entity’s, Medicaid
product, or either to not enroll in or disenroll from another MCO’s, PIHP’s, PAHP’s, PCCM’s or PCCM
Entity’s and other Medicaid product, as defined in CFR 438.104(a)

Medical Home — An approach to providing comprehensive primary care that facilitates partnerships between
individual Members, their providers, and, where appropriate, the Member’s family.

Medical Loss Ratio (MLR) — Percent of a premium used to pay for medical claims and activities that improve
the quality of care; a basic financial measurement used in the Affordable Care Act to encourage health plans
to provide value to enrollees.

Medicaid Management Information Systems (MMIS) — The Department’s automated computer systems that
process Medicaid and CHP+ claims and other pertinent information as required under federal regulations.

Medically Necessary — Also called Medical Necessity, shall be defined as described in 10 CCR 2505-10 §
8.076.1.8.

Medical Record — A document, either physical or electronic, that reflects the utilization of health care
services and treatment history of the Member.

Member — Any individual enrolled in the Accountable Care Collaborative.
MFCU - Colorado Medicaid Fraud Control Unit

Monthly Capitation Payment — A payment the State makes on a monthly basis to a Contractor on behalf of
each Member enrolled in its plan under a contract and based on the actuarially sound capitation rate for the
provision of services covered under the Contract.

Network Provider — Any Primary Care Medical Provider or specialty behavioral health provider contracted
with the Regional Accountable Entity (RAE) to deliver Accountable Care Collaborative services to
Members.

Nursing Facility — A facility that primarily provides skilled nursing care and related services to residents for
the rehabilitation of individuals who are injured, disabled, or sick, or on a regular basis above the level of
custodial care to other individuals with intellectual or developmental disabilities.

Operational Start Date — July 1, 2018 or when the Department authorizes the Contractor to begin fulfilling
its obligations under the Contract.

Other Personnel — Individuals and Subcontractors, in addition to Key Personnel, assigned to positions to
complete tasks associated with the Work.

Overpayment — The amount paid to a Provider which is in excess of the amount that is allowable for goods
or services furnished and which is required by Title XIX of the Social Security Act to be refunded. An
Overpayment may include, but is not limited to, improper payments made as the result of Fraud, Waste, and
abuse.

Ownership — Means the possession of equity in the capital, stock, or profits of an entity.
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2.1.77.

2.1.78.
2.1.79.

2.1.80.

2.1.81.

2.1.82.

2.1.83.

2.1.84.

2.1.85.

2.1.86.

2.1.87.

Ownership or Control Interest — Means an individual or entity that: has an ownership interest totaling five
percent (5%) or more; has an Indirect Ownership Interest equal to five percent (5%) or more; has a
combination of direct and Indirect Ownership Interests equal to five percent (5%) or more; owns an interest
of five percent (5%) or more in any mortgage, deed of trust, note, or other obligation another entity, if that
interest equals at least five percent (5%) of the value of the property or assets of the other entity; is an officer
or director of an entity that is organized as a corporation; or is a partner in an entity that is organized as a
partnership.

Part 2 Data — Information the Department shares with the Contractor that is covered under 42 C.F.R. Part 2.

Patient Abuse — The willful infliction of injury, unreasonable confinement, intimidation, or punishment with
resulting physical or financial harm or pain or mental anguish, including any acts or omissions that constitute
a criminal violation under state law.

PHI — Protected Health Information.

Population Management Framework — The Department-developed population stratification framework that
includes three levels: complex care coordination and management for members with complex health needs
or catastrophic costs; condition management for members with chronic or specific health conditions
identified by the Department; and prevention and supportive services for general wellness and member
engagement as identified and prioritized by the Department.

Post-Stabilization Care Services — Covered services related to an Emergency Medical Condition that are
provided after a Member is stabilized in order to maintain the stabilized condition, or, under the
circumstances described in 42 C.F.R. § 438.114(e), to improve or resolve the Member’s condition.

Prepaid Inpatient Health Plan (PIHP) — An entity that provides health and medical services to enrollees
under a non-comprehensive risk contract with the Department, and on the basis of prepaid capitation
payments, or other arrangements that do not use State Plan payment rates, and provides, arranges for, or is
otherwise responsible for the provisions of any inpatient hospital or institutional services for its enrollees as
defined in 42 C.F.R. § 438.2.

Prevalent Language — Means a non-English language determined to be spoken by a significant number or
percentage of potential enrollees and enrollees that are limited English proficient, as defined in 42 C.F.R. §
438.10(a).

Primary Care Alternative Payment Model (APM) — A Department initiative to transition primary care
provider reimbursement from one based on volume to one based on value in the FFS system.

Primary Care Case Management (PCCM) — A system under which a primary care case manager (PCCM)
contracts with the State to furnish case management services (which include the location, coordination and
monitoring of primary health care services) to Members, or a PCCM entity that contracts with the State to
provide a defined set of functions as defined in 42 C.F.R. § 438.2.

Primary Care Case Management Entity (PCCM Entity) — An organization that provides any of the following
functions, in addition to PCCM services, for the state: provision of intensive telephonic or face-to-face case
management; development of enrollee care plans; execution of contracts with and/or oversight
responsibilities for the activities of fee-for-service providers in the Fee-for-Service program; provision of
payments to Fee-for-Service providers on behalf of the state; provision of enrollee outreach and education
activities; operation of a customer service call center; review of provider claims, utilization and practice
patterns to conduct provider profiling and/or practice improvement; implementation of quality improvement
activities including administering enrollee satisfaction surveys or collecting data necessary for performance
measurement of providers; coordination with behavioral health systems/providers; coordination with long-
term services and supports systems/providers as defined in 42 C.F.R. § 438.2.
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2.1.88.

2.1.89.

2.1.90.

2.1.91.

2.1.92.

2.1.93.

2.1.94.

2.1.95.

2.1.96.

2.1.97.

2.1.98.

2.1.99.

2.1.100.
2.1.101.

Primary Care Medical Provider (PCMP) — A primary care provider contracted with a RAE to participate in
the Accountable Care Collaborative as a Network Provider.

Primary Care Medical Provider Practice Site (PCMP Practice Site) — A single “brick and mortar” physical
location where services are delivered to Members under a single Medicaid billing provider identification
number.

Private Institution for Mental Diseases (Private IMD) — A hospital, nursing facility, or other institution of
more than 16 beds that is not under the jurisdiction of the State’s mental health authority that is primarily
engaged in providing diagnosis, treatment, or care of persons with mental diseases, including medical
attention, nursing care, and related services as defined in Section 1905(i) of the Social Security Act, 42 CFR
435.1009, and the State Medicaid Manual Section 4390.

Program Abuse — Provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the Medical Assistance program, an Overpayment by the Medical
Assistance program, in reimbursement for good or services that are not medically necessary, or that fail to
meet professionally recognized standards for health care.

Program of All-Inclusive Care for the Elderly (PACE) — A Medicare/Medicaid managed care program that
provides health care and support services to individuals 55 years of age and older to assist frail individuals
to live in their communities as independently as possible by providing comprehensive services based on
their needs, as described at 25.5-5-412, C.R.S.

Protected Health Information (PHI) — Any protected health information, including, without limitation any
information whether oral or recorded in any form or medium: (i) that relates to the past, present or future
physical or mental condition of an individual; the provision of health care to an individual; or the past,
present or future payment for the provision of health care to an individual; and (ii) that identifies the
individual or with respect to which there is a reasonable basis to believe the information can be used to
identify the individual. PHI includes, but is not limited to, any information defined as Individually
Identifiable Health Information by the federal Health Insurance Portability and Accountability Act.

Provider — Any health care professional or entity that has been accepted as a provider in the Colorado
Medicaid program as determined by the Department.

Provider Dispute — Means an administrative, payment, or other dispute between a provider and a Contractor
that does not involve a member appeal and does not include routine provider inquires that the Contractor
resolves in a timely fashion through existing informal processes.

Public Institution for Mental Diseases (Public IMD) — A facility under the jurisdiction of the State’s mental

health authority that provides services to mentally ill persons as defined in Section 1905(i) of the Social
Security Act, 42 CFR 435.1009, and the State Medicaid Manual Section 4390.

Reattribution — The process of attributing a Member to a new PCMP based upon new information (e.g.,
claims information, changes in PCMP status and location).

Referral or Written Referral — A document from a provider that recommends or provides permission for a
Member to receive additional services.

Regional Accountable Entity (RAE) — A single regional entity responsible for implementing the
Accountable Care Collaborative within its region.

Rural County — A county in the Contractor’s service area with a total population of less than 100,000 people.

Rural Health Center (RHC) — A hospital-based or free-standing center that meets the RHC definition found
in Section 1905(1)(2)(B) of the Social Security Act.
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2.1.102.

2.1.103.

2.1.104.

2.1.105.

2.1.106.

2.1.107.
2.1.108.
2.1.109.

2.1.110.

2.1.111.

2.1.112.

2.1.113.
2.1.114.

2.1.115.

2.1.116.
2.1.117.

2.1.118.

Specialty Drugs — A list of Outpatient Hospital Physician Administered Drugs maintained by the
Department that are subject to special reimbursement terms.

Significant Business Transaction — Any business transaction or series of transactions that, during any one
(1) fiscal year, exceed the lesser of twenty-five thousand dollars ($25,000.00) and five percent (5%) of the
Contractor’s total operating expenses.

Site Review — The visit of Department staff or its designee to the site or the administrative office(s) of the
Contractor and/or its participating providers and/or subcontractors to assess the physical resources and
operational practices in place to deliver contracted services and/or health care.

Special Connections — The Special Connections program provides treatment services for pregnant women
and women up to twelve (12) months postpartum with substance use disorders who are assessed to be at risk
for poor maternal or infant health outcomes. The program is jointly administered by the Colorado
Department of Human Services, Office of Behavioral Health, and the Department to provide specialized
women’s services that are gender responsive and trauma informed.

Stakeholder — any individual, group or organization that is involved in or affected by a course of action
related to the Accountable Care Collaborative. Stakeholders may be Members, family members, caregivers,
clinicians, advocacy groups, professional societies, businesses, policymakers, or others.

Start-Up Period — The period starting on the Effective Date and ending on the Operational Start Date.
State Fair Hearing — The process set forth in 42 C.F.R. § 431 subpart E.

Subcontractor — An individual or entity that has a contract with an MCO, PIHP, or PCCM Entity that relates
directly or indirectly to the performance of the MCO, PIHP, or PCCM Entity's obligations under its contract
with the state. A Network Provider is not a Subcontractor by virtue of the Network Provider agreement with
the MCO, or PIHP as defined in 42 C.F.R. § 438.2.

Suspected Fraud — An instance of when an idea, impression, belief, feeling, or thought of an event, behavior
or trend exists, but definitive evidence is lacking.

Termination/Terminated — Occurring when a state Medicaid program, CHP+, or the Medicare program has
taken action to revoke a Medicaid or CHP+ provider's or Medicare provider’s or supplier's billing ID.

Urban County — A county in the Contractor’s service area with a total population equal to or greater than
100,000 people.

HHS-OIG — The U.S. Department of Health and Human Services Office of Inspector General.

Utilization Management — The function wherein use, consumption, and outcome services, along with level
and intensity of care, are reviewed for their appropriateness using Utilization Review techniques.

Utilization Review — A set of formal techniques designed to monitor the use of, or evaluate the clinical
necessity, appropriateness, efficacy, or efficiency of health care services, Referrals, procedures or settings.

Waste — Inappropriate utilization that results in unnecessary cost.

Wholly Owned Supplier — A supplier whose total ownership interest is held by the Contractor or by a person,
persons, or other entity with an Ownership or Control Interest in the Contractor.

Work — The tasks and activities the Contractor is required to perform to fulfill its obligations under the
Contract, including the performance of any services and delivery of any goods.

3. CONTRACTOR’S GENERAL REQUIREMENTS
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3.1.

3.2.

3.3.

34.

3.5.

3.6.

3.7.
3.7.1.

3.7.2.

The Department will contract with only one organization, the Contractor, and will work solely with that
organization with respect to all tasks and deliverables to be completed, services to be rendered and performance
standards to be met under this Contract.

The Contractor may be privy to internal policy discussions, contractual issues, price negotiations, confidential
medical information, Department financial information, advance knowledge of legislation and other
Confidential Information. In addition to all other confidentiality requirements of the Contract, the Contractor
shall also consider and treat any such information as Confidential Information and shall only disclose it in
accordance with the terms of the Contract.

Contractor shall work cooperatively with Department staff and, if applicable, the staff of other State contractors
to ensure the completion of the Work. The Department may, in its sole discretion, use other contractors to
perform activities related to the Work that are not contained in the Contract or to perform any of the
Department’s responsibilities. In the event of a conflict between Contractor and any other State contractor, the
State will resolve the conflict and Contractor shall abide by the resolution provided by the State.

The Contractor shall inform the Department on current trends and issues in the healthcare marketplace and
provide information on new technologies in use that may impact the Contractor’s responsibilities under this
Contract.

The Contractor shall maintain complete and detailed records of all meetings, system development life cycle
documents, presentations, project artifacts and any other interactions or deliverables related to the project
described in the Contract. The Contractor shall make such records available to the Department upon request,
throughout the term of the Contract.

The Contractor shall use the Department-developed definition for the following terms, when applicable and
when available: appeal; co-payment; durable medical equipment; emergency room care; emergency services;
excluded services; grievance; habilitation services and devices; health insurance; home health care; hospice
services; hospitalization; hospital outpatient care; medically necessary; network; non-participating provider;
physician services; plan; preauthorization; prescription drug coverage; primary care physician; PCP;
participating provider; premium; provider; rehabilitation services and devices; skilled nursing care; specialist;
and urgent care.

Deliverables

All Deliverables shall meet Department-approved format and content requirements. The Department will
specify the number of copies and media for each Deliverable.

Each Deliverable shall follow the Deliverable submission process as follows:

3.7.2.1.  Contractor shall submit each Deliverable to the Department for review and approval.

3.7.2.2.  For all documentation, creation, review and acceptance cycle:

3.7.2.2.1. Contractor shall gather and document requirements for the Deliverable.

3.7.2.2.2. Contractor shall create a draft in the Department-approved format for the individual Deliverable.

3.7.2.2.3. Contractor shall perform internal quality control review(s) of the Deliverable including, but not limited
to:

3.7.2.2.3.1. Readability

3.7.2.23.2. Spelling

3.7.2.2.3.3. Grammar

3.7.2.2.3.4. Completion
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3.7.2.2.3.
3.7.2.3.
3.7.2.4.

3.7.2.5.

3.7.2.5.1.

3.7.2.6.

3.7.3.

3.7.4.

3.7.5.

3.7.6.

3.7.7.

3.7.7.1.
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5. Adherence to all required templates or development of templates.
All modifications shall include version control and tracked changes.

The Department will review the Deliverable and may direct Contractor to make changes to the Deliverable.
Contractor shall make all changes within ten (10) Business Days following the Department’s direction to
make the change unless the Department provides a longer period in writing.

Changes the Department direct include, but are not limited to, modifying portions of the Deliverable,
requiring new pages or portions of the Deliverable, requiring resubmission of the Deliverable or requiring
inclusion of information or components that were left out of the Deliverable.

The Department may also direct Contractor to provide clarification or provide a walkthrough of any
Deliverable to assist the Department in its review. Contractor shall provide the clarification or
walkthrough as directed by the Department.

Once the Department has received an acceptable version of the Deliverable, including all changes directed
by the Department, the Department will notify Contractor of its acceptance of the Deliverable in writing.
A Deliverable shall not be deemed accepted prior to the Department’s notice to Contractor of its
acceptance of that Deliverable.

Contractor shall employ an internal quality control process to ensure that all Deliverables are complete,
accurate, easy to understand and of high quality. Contractor shall provide Deliverables that, at a minimum,
are responsive to the specific requirements for that Deliverable, organized into a logical order, contain
accurate spelling and grammar, are formatted uniformly, and contain accurate information and correct
calculations. Contractor shall retain all draft and marked-up documents and checklists utilized in reviewing
Deliverables for reference as directed by the Department.

If any due date for a Deliverable falls on a day that is not a Business Day, then the due date shall be
automatically extended to the next Business Day, unless otherwise directed by the Department.

All due dates or timelines that reference a period of days, months or quarters shall be measured in calendar
days, months and quarters unless specifically stated as being measured in Business Days or otherwise. All
times stated in the Contract shall be considered to be in Mountain Time, adjusted for Daylight Saving Time
as appropriate, unless specifically stated otherwise.

No Deliverable, report, data, procedure or system created by Contractor for the Department that is necessary
to fulfilling Contractor's responsibilities under the Contract, as determined by the Department, shall be
considered proprietary.

If any Deliverable contains ongoing responsibilities or requirements for Contractor, such as Deliverables
that are plans, policies or procedures, then Contractor shall comply with all requirements of the most recently
approved version of that Deliverable. Contractor shall not implement any version of any such Deliverable
prior to receipt of the Department’s written approval of that version of that Deliverable. Once a version of
any Deliverable described in this subsection is approved by the Department, all requirements, milestones
and other Deliverables contained within that Deliverable shall be considered to be requirements, milestones
and Deliverables of this Contract.

Any Deliverable described as an update of another Deliverable shall be considered a version of the original
Deliverable for the purposes of this subsection.

3.8. Stated Deliverables and Performance Standards

3.8.1.

Any section within this Statement of Work headed with or including the term "DELIVERABLE" or
"PERFORMANCE STANDARD" is intended to highlight a Deliverable or performance standard contained
in this Statement of Work and provide a clear due date for the Deliverables. The sections with these headings
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are for ease of reference not intended to expand or limit the requirements or responsibilities related to any

D

eliverable or performance standard, except to provide the due date for the Deliverables.

3.9. Communication Requirements

3.9.1.  Communication with the Department

3.9.1.1.

3.9.1.2.

3.9.1.2.1.

3.9.1.2.2.

3.9.1.2.3.

3.9.1.3.

3.9.1.3.1.

3.9.1.3.2.
3.9.1.3.3.

3.9.1.3.4.
3.9.1.3.4.1.

3.9.1.4.

3.9.14.1.

3.9.15.

Exhibit B-6,

The Contractor shall enable all Contractor staff to exchange documents and electronic files with the
Department staff in formats compatible with the Department’s systems. The Department currently uses
Microsoft Office 2016 and/or Microsoft Office 365 for PC. If the Contractor uses a compatible program,
then the Contractor shall ensure that all documents or files delivered to the Department are completely
transferrable and reviewable, without error, on the Department’s systems.

The Contractor shall provide the Department with a listing of the following individuals within the
Contractor’s organization, that includes cell phone numbers and email addresses:

An individual who is authorized to speak on the record for media, legislative or other requests
regarding the work, the Contract or any issues that arise that are related to the work.

An individual who is responsible for any written communications, surveys, in-person meetings, call
center scripting, electronic communication, website, online portals, external newsletters, and
distribution lists for Network Providers, Prospective Network Providers, Prospective Members,
Members, Prospective Partners and Partners or any marketing related to the work, savings and care
coordination utilization reports.

Back-up communication staff that can respond in the event that the other individuals listed are
unavailable.

The Department will use a transmittal process to provide the Contractor with official direction within the
scope of the Contract. The Contractor shall comply with all direction contained within a completed
transmittal. For a transmittal to be considered complete, it must include, at a minimum, all of the following:

The date the transmittal will be effective.
Direction to the Contractor regarding performance under the Contract.

A due date or timeline by which the Contractor shall comply with the direction contained in the
transmittal.

The signature of the Department employee who has been designated to sign transmittals.

The Department will provide the Contractor with the name of the person it has designated to sign
transmittals on behalf of the Department, who will be the Department’s primary designee. The
Department will also provide the Contractor with a list of backups who may sign a transmittal on
behalf of the Department if the primary designee is unavailable. The Department may change any
of its designees from time to time by providing notice to the Contractor through a transmittal.

The Department may deliver a completed transmittal to the Contractor in hard copy, as a scanned
attachment to an email or through a dedicated communication system, if such a system is available.

If a transmittal is delivered through a dedicated communication system or other electronic system, then
the Department may use an electronic signature to sign that transmittal.

If the Contractor receives conflicting transmittals, the Contractor shall contact the Department’s primary
designee, or backup designees if the primary designee is unavailable, to obtain direction. If the Department
does not provide direction otherwise, then the transmittal with the latest effective date shall control.
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3.9.1.6.

3.9.1.7.

3.9.1.8.

3.9.2.
3.9.2.1.

3.9.2.2.

3.9.2.2.1.

3.9.2.2.2.

3.9.2.2.3.

3.9.2.2.4.

3.9.2.3.

3.9.2.3.1.
3.9.23.2.
3.9.2.3.3.

In the event that the Contractor receives direction from the Department outside of the transmittal process,
it shall contact the Department’s primary designee, or backup designees if the primary designee is
unavailable, and have the Department confirm that direction through a transmittal prior to complying with
that direction.

Transmittals may not be used in place of an amendment, and may not, under any circumstances be used
to modify the term of the Contract or any compensation under the Contract. Transmittals are not intended
to be the sole means of communication between the Department and the Contractor, and the Department
may provide day-to-day communication to the Contractor without using a transmittal.

The Contractor shall retain all transmittals for reference and shall provide copies of any received
transmittals upon request by the Department.

Communication with Providers and Other External Entities

The Contractor shall maintain consistent communication, both proactive and responsive, with Network
Providers and other partners, and promote communication among Network Providers.

The Contractor shall create, document, and implement a Communication Plan that specifies how the
Contractor will maintain necessary communication with all Network Providers and partners in the broader
Health Neighborhood. The Communication Plan shall include:

A description of the purpose and frequency of communications with Network Providers and other
partners.

The communication methods the Contractor plans to use. Communication methods may consist of
written communications, in-person meetings, one-on one support, electronic communication and any
other method the Contractor deems appropriate.

A contingency plan with specific means of immediate communication with Members and Providers
and a method for accelerating the internal approval and communication process to address urgent
communications or crisis situations.

A general plan for how the Contractor will address communication deficiencies or crisis situations,
including how the Contractor will increase staff, contact hours or other steps the Contractor will take
if existing communication methods for Members or providers are insufficient.

The Contractor shall review and update the Communication Plan at least annually and submit to the
Department for review.

DELIVERABLE: Communication Plan
DUE: July 31, 2020, and annually by July 31st

The Contractor shall modify the Communication Plan as directed by the Department to account for
any changes in the work, in the Department’s processes and procedures or in the Contractor’s processes
and procedures, or to address any communication related deficiencies determined by the Department.

3.10. Start-Up and Closeout Periods

3.10.1.
3.10.2.
3.10.2.1.

3.10.2.2.

The Contractor shall have a Start-Up and a Closeout Period.
Start-Up Period

The Start-Up Period shall begin on the Effective Date. The Start-Up Period shall end on the Operational
Start Date of the Contract.

The Contractor shall receive no compensation for the Start-Up Period.
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3.10.2.3. The Operational Start Date shall not occur until the Contractor has completed all requirements of the Start-

Up
3.10.3. Start-

Period, including the completion of the Start-Up Plan.
Up Plan

3.10.3.1. During the Start-Up Period, the Contractor shall create a Start-Up Plan that contains, at a minimum, all of

the
3.10.3.1.1.

3.10.3.1.2.

3.10.3.1.3.

3.10.3.1.4.

3.10.3.1.4.1.
3.10.3.1.4.2.
3.10.3.1.4.3.
3.10.3.1.4.4.
3.10.3.1.4.5.
3.10.3.1.4.6.
3.10.3.1.4.7.
3.10.3.1.4.8.
3.10.3.1.4.9.
3.10.3.1.4.10.
3.10.3.1.4.11.
3.10.3.1.4.12.
3.10.3.1.4.13.
3.10.3.1.4.14.
3.10.3.1.5.
3.10.3.1.6.
3.10.3.1.7.
3.10.3.1.8.
3.10.3.1.9.
3.10.3.1.10.
3.10.3.1.11.
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following:

A description of all activities, timelines and milestones necessary to fully transition the services of the
Community Behavioral Health Services program and the Accountable Care Collaborative Program
described in the Contract from a prior contractor to the Contractor.

A description of all activities, timelines, milestones and deliverables necessary for the Contractor to
be fully able to perform all Work by the Operational Start Date.

A listing of all personnel involved in the Start-Up and what aspect of the Start-Up they are responsible
for.

The Contractor shall participate in an operational readiness review in compliance with 42 C.F.R. §
438.66, The readiness review consists of a desk audit and Site Review covering the following:

Administrative staffing and resources.
Delegation and oversight of MCO, PIHP, PAHP or PCCM Entity responsibilities.
Provider communications.
Grievances and Appeals.
Member communication, services and outreach.
Provider Network Management.
Program Integrity/Compliance.
Case management/Care Coordination/service planning.
Quality improvement.
Utilization review.
Financial reporting and monitoring.
Financial solvency.
Claims management.
Encounter Data and enrollment information management.
Staff hiring and training.
Infrastructure for data collection and exchanges, billing and reimbursement.
Test system compatibility.
Adherence to security protocols.
Established Provider Networks and agreements.
Member and provider materials and education.

Activities to fully transition the services described in the Contract from a prior contractor.
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3.10.3.1.12

3.10.3.1.13.
3.10.3.1.14.
3.10.3.1.15.

3.10.3.2.
3.10.3.2.1.
3.10.3.2.2.
3.10.3.3.

3.10.3.3.1.
3.10.3.3.2.
3.10.3.4.
3.10.3.5.

3.10.3.6.

3.10.3.6.1.
3.10.3.6.2.
3.10.3.7.

. Policy and Procedures Manual that contains the policies and procedures for all systems and functions
necessary for the Contractor to complete its obligations under the Contract.

Business Continuity Plan described in Section 3.11.1.
The risks associated with the Start-Up and a plan to mitigate those risks.
Data as needed for the Department rate setting process.
The Contractor shall deliver the Start-Up Plan to the Department for review and approval.
DELIVERABLE: Start-Up Plan
DUE: Within five (5) Business Days after the Effective Date

The Contractor shall update the Start-Up Plan based on the Department’s request and resubmit the Start-
Up Plan for review and approval.

DELIVERABLE: Start-Up Plan Update
DUE: Within five (5) Business Days from the Department’s request for an update
The Contractor shall implement the Start-Up Plan upon the Department’s approval of the Start-Up Plan.

The Contractor shall not engage in any Work under the Contract, other than the Work described above in
the Start-Up Period, prior to the Operational Start Date.

Submit to the Department the Contractor’s Colorado Division of Insurance license as either a Health
Maintenance Organization or Limited Service Licensed Provider Network

DELIVERABLE: Contractor’s Colorado Division of Insurance license
DUE: Upon the Effective Date

The Contractor shall ensure that all requirements of the Start-Up Period are complete by the deadlines
contained in the Department-approved Start-Up Plan and that the Contractor is ready to perform all Work
by the Operational Start Date.

3.10.4. Closeout Period

3.10.4.1.

3.10.4.2.

3.10.4.3.
3.10.4.3.1.

3.10.4.3.2.
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The Closeout Period shall begin on the earlier of ninety (90) days prior to the end of the last renewal year
of the Contract or notice by the Department of non-renewal. The Closeout Period shall end on the day that
the Department has accepted the final deliverable for the Closeout Period, as determined in the
Department-approved and updated Closeout Plan and has determined that the closeout is complete.

This Closeout Period may extend past the termination of the Contract. The Department will perform a
closeout review to ensure the Contractor has completed all requirements of the Closeout Period. If the
Contractor has not completed all of the requirements of the Closeout Period by the date of the termination
of the Contract, then any incomplete requirements shall survive termination of the Contract.

During the Closeout Period, the Contractor shall complete all of the following:

Implement the most recent Closeout Plan or Closeout Plan Update that has been approved by the
Department, and complete all steps, deliverables and milestones contained in the most recent Closeout
Plan or Closeout Plan Update that has been approved by the Department.

Provide to the Department, or any other contractor at the Department's direction, all reports, data,
systems, deliverables and other information reasonably necessary for a transition as determined by the
Department or included in the most recent Closeout Plan or Closeout Plan Update that has been
approved by the Department.
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3.10.4.3.3.

3.10.4.3.4.
3.10.4.3.5.

3.10.4.3.5.1.
3.10.4.3.5.2.
3.10.4.3.6.

3.10.4.3.6.1.
3.10.4.3.6.2.
3.10.4.3.7.

Ensure that all responsibilities under the Contract have been transferred to the Department, or to
another contractor at the Department's direction, without significant interruption.

Notify any Subcontractors of the termination of the Contract, as directed by the Department.

Notify all Members that the Contractor will no longer be the RAE as directed by the Department. The
Contractor shall create these notifications and deliver them to the Department for approval. Once the
Department has approved the notifications, the Contractor shall deliver these notifications to all
Members, but in no event shall the Contractor deliver any such notification prior to approval of that
notification by the Department.

DELIVERABLE: Member Notifications
DUE: Sixty (60) days prior to termination of the Contract

Notify all providers that the Contractor will no longer be the RAE as directed by the Department. The
Contractor shall create these notifications and deliver them to the Department for approval. Once the
Department has approved the notifications, the Contractor shall deliver these notifications to all
providers, but in no event shall the Contractor deliver any such notification prior to approval of that
notification by the Department.

DELIVERABLE: Provider Notifications
DUE: Sixty (60) days prior to termination of the Contract

Continue meeting each requirement of the Contract as described in the Department- approved and
updated Closeout Plan, or until the Department determines that specific requirement is being
performed by the Department or another contractor, whichever is sooner. The Department will
determine when any specific requirement is being performed by the Department or another contractor,
and will notify the Contractor of this determination for that requirement.

3.10.5. Closeout Planning
3.10.5.1. Closeout Plan

3.10.5.1.1.

3.10.5.1.1.1.
3.10.5.1.1.2.
3.10.5.1.2.

3.10.5.1.2.1.
3.10.5.1.2.2.

The Contractor shall create a Closeout Plan that describes all requirements, steps, timelines, milestones
and Deliverables necessary to fully transition the services described in the Contract from the
Contractor to the Department or to another contractor selected by the Department to be the
Accountable Care Collaborative Program contractor after the termination of the Contract. The
Closeout Plan shall also designate an individual to act as a closeout coordinator, who will ensure that
all requirements, steps, timelines, milestones and deliverables contained in the Closeout Plan are
completed and work with the Department and any other contractor to minimize the impact of the
transition on Members and the Department. The Contractor shall deliver the Closeout Plan to the
Department for review and approval.

DELIVERABLE: Closeout Plan
DUE: January 1, 2019

The Contractor shall update the Closeout Plan, at least annually, to include any technical, procedural
or other changes that impact any steps, timelines or milestones contained in the Closeout Plan, and
deliver this Closeout Plan Update to the Department for review and approval.

DELIVERABLE: Closeout Plan Update
DUE: Annually, by July 31st of each year

3.11. Business Continuity
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3.11.1. Contractor shall create a Business Continuity Plan that Contractor will follow in order to continue operations
after a Disaster or a Business Interruption. The Business Continuity Plan shall include, but is not limited to,
all of the following:

3.11.1.1. How Contractor will replace staff that has been lost or is unavailable during or after a Business Interruption
so that the Work is performed in accordance with the Contract.

3.11.1.2.  How Contractor will back-up all information necessary to continue performing the Work, so that no
information is lost because of a Business Interruption.

3.11.1.2.1. In the event of a Disaster, the plan shall also include how Contractor will make all information
available at its back-up facilities.

3.11.1.3. How Contractor will minimize the effects on Members of any Business Interruption.

3.11.1.4. How Contractor will communicate with the Department during the Business Interruption and points of
contact within Contractor’s organization the Department can contact in the event of a Business
Interruption.

3.11.1.5. Planned long-term back-up facilities out of which Contractor can continue operations after a Disaster.

3.11.1.6. The time period it will take to transition all activities from Contractor’s regular facilities to the back-up
facilities after a Disaster.

3.11.2. Contractor shall deliver the Business Continuity Plan to the Department for review and approval.
3.11.2.1. DELIVERABLE: Business Continuity Plan
3.11.2.2. DUE: May 1, 2018

3.11.3. Contractor shall review its Business Continuity Plan at least semi-annually and update the plan as
appropriate to account for any changes in Contractor’s processes, procedures or circumstances. Contractor
shall submit an Updated Business Continuity Plan that contains all changes from the most recently approved
prior Business Continuity Plan or Updated Business Continuity Plan or shall note that there were no changes.

3.11.3.1. DELIVERABLE: Updated Business Continuity Plan
3.11.3.2. DUE: By July 31st of each year

3.11.4. In the event of any Business Interruption, Contractor shall implement its most recently approved Business
Continuity Plan or Updated Business Continuity Plan immediately after Contractor becomes aware of the
Business Interruption. In that event, Contractor shall comply with all requirements, Deliverables, timelines
and milestones contained in the implemented plan.

3.12. Accreditation

3.12.1. In accordance with 42 C.F.R. § 438.332(a) the Contractor shall inform the Department of whether it is
accredited by a private independent accrediting entity. If so, the Contractor shall allow the accrediting entity
to provide the Department a copy of the most recent review, including:

3.12.1.1. Accreditation status, survey type, and level;

3.12.1.2. Accreditation results including recommended actions, corrective action plans, or findings; and
3.12.1.3. Expiration date of the accreditation.

3.13. Federal Financial Participation Related Intellectual Property Ownership

3.13.1. In addition to the intellectual property ownership rights specified in the Contract, the following subsections
enumerate the intellectual property ownership requirements the Contractor shall meet during the term of the

Exhibit B-6, SOW Page 21 of 150



DocuSign Envelope ID: 916BE66B-24DF-4068-8141-5017A6C2E977

3.13.1.1.

3.13.1.2.

Contract in relation to federal financial participation under 42 CFR §433.112 and 45 CFR §95.617
concerning Mechanized Claim Processing and Information Retrieval Systems (“MCPIRS”) to the extent
that regulations apply to Contractor’s operations under this Contract. CMS Regulations and Guidance,
including, but not limited to, the CMS Memorandum RE: Mechanized Claim Processing and Information
Retrieval Systems — Enhanced Funding, dated March 31, 2016 (SMD# 16-004) shall be applicable when
interpreting requirements of this section 2.10 and only to the extent they apply to the Contractor. Intellectual
property ownership rights specified in the Contract shall not apply to (1) material created or used by
Contractor which is unrelated to federal financial participation funding obtained by the State under 42 CFR
§433.112 and 45 CFR §95.617 in connection with its MCPIRS, (2) material created using funds other than
Contract Funds or (3) material that would have been developed by Contractor to enhance its own proprietary
intellectual property and commercial software used in Contractor’s business operations unrelated to the
MCPIRS, using funds outside of Contract Funds and regardless of Contractor’s performance of work.

The Contractor shall notify the State before designing, developing, creating or installing any new data,
new software or modification of a software using Contract Funds. The Contractor shall not proceed with
such designing, development, creation or installation of data or software without express written approval
from the State.

If the Contractor uses Contract Funds to develop necessary materials, including, but not limited to,
programs, products, procedures, data and software to fulfill its obligations under the Contract, the
Contractor shall document all Contract Funds used in the development of the Work Product, including,
but not limited to the materials, programs, procedures, and any data, software or software modifications.

3.13.1.2.1. The terms of this Contract will encompass sole payment for any and all Work Product and intellectual

3.13.1.3.

3.13.1.4.

property produced by the Contractor for the State. The Contractor shall not receive any additional
payments for licenses, subscriptions, or to remove a restriction on any intellectual property Work
Product related to or developed under the terms of this Contract.

The Contractor shall provide the State comprehensive and exclusive access to and disclose all details of
the Work Product produced using Contract Funds.

The Contractor shall hereby assign to the State, without further consideration, all right, interest, title,
ownership and ownership rights in all work product and deliverables prepared and developed by the
Contractor for the State, either alone or jointly, under this Contract, including, but not limited to, data,
software and software modifications designed, developed, created or installed using Contract Funds, as
allowable in the United States under 17 U.S.C.S. §201 and §204 and in any foreign jurisdictions.

3.13.1.4.1. Such assigned rights include, but are not limited to, all rights granted under 17 U.S.C.S §106, the right

to use, sell, license or otherwise transfer or exploit the Work Product and the right to make such
changes to the Work Product as determined by the State.

3.13.1.4.2. This assignment shall also encompass any and all rights under 17 U.S.C.S §106A, also referred to as

the Visual Artists Rights Act of 1990 (VARA), and any and all moral rights to the Work Product.

3.13.1.4.3. The Contractor shall require its employees and agents to, promptly sign and deliver any documents

and take any action the State reasonably requests to establish and perfect the rights assigned to the
State or its designees under these provisions.

3.13.1.4.4. The Contractor shall execute the assignment referenced in Section 3.12.1.4 immediately upon the

creation of the Work Product pursuant to the terms of this Contract.

3.13.1.5. The State claims sole ownership and all ownership rights in all copyrightable software designed,
developed, created or installed under this contract, including, but not limited to:
3.13.1.5.1. Data and software, or modifications thereof created, designed or developed using Contract Funds.
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3.13.1.5.2. Associated documentation and procedures designed and developed to produce any systems, programs,

reports and documentation.

3.13.1.5.3. All other Work Products or documents created, designed, purchased, or developed by the Contractor

3.13.1.6.

3.13.1.7.

3.13.1.8.

and funded using Contract Funds.

All ownership and ownership rights pertaining to Work Product created in the performance of this Contract
will vest with the State, regardless of whether the Work Product was developed by the Contractor or any
Subcontractor.

The Contractor shall fully assist in and allow without dispute, both during the term of this Contract and
after its expiration, registration by the State of any and all copyrights and other intellectual property
protections and registrations in data, software, software modifications or any other Work Product created,
designed or developed using Contract Funds.

The State reserves a royalty-free, non-exclusive and irrevocable license to produce, publish or otherwise
use such software, modifications, documentation and procedures created using Contract Funds on behalf
of the State, the Federal Department of Health and Human Services (HHS) and its contractors. Such data
and software includes, but is not limited to, the following:

3.13.1.8.1.  All computer software and programs, which have been designed or developed for the State, or acquired

by the Contractor on behalf of the State, which are used in performance of the Contract.

3.13.1.8.2. All internal system software and programs developed by the Contractor or subcontractor, including all

source codes, which result from the performance of the Contract; excluding commercial software
packages purchased under the Contractor’s own license.

3.13.1.8.3.  All necessary data files.

3.13.1.8.4. User and operation manuals and other documentation.

3.13.1.8.5. System and program documentation in the form specified by the State.

3.13.1.8.6. Training materials developed for State staff, agents or designated representatives in the operation and

maintenance of this software.

3.14. Performance Reviews

3.14.1.

3.14.2.

3.14.3.

3.14.4.

3.14.5.

The Department may conduct performance reviews or evaluations of the Contractor in relation to the Work
performed under the Contract.

The Department may work with the Contractor in the completion of any performance reviews or evaluations
or the Department may complete any or all performance reviews or evaluations independently, at the
Department's sole discretion.

The Contractor shall provide all information necessary for the Department to complete all performance
reviews or evaluations, as determined by the Department, upon the Department's request. The Contractor
shall provide this information regardless of whether the Department decides to work with the Contractor on
any aspect of the performance review or evaluation.

The Department may conduct these performance reviews or evaluations at any point during the term of the
Contract, or after termination of the Contract for any reason.

The Department may make the results of any performance reviews or evaluations available to the public, or
may publicly post the results of any performance reviews or evaluations.

3.15. Renewal Options and Extensions
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3.15.1.

3.15.2.

3.15.2.1.

3.15.3.

The Department may, within its sole discretion, choose to not exercise any renewal option in the Contract
for any reason. If the Department chooses to not exercise an option, it may reprocure the performance of the
Work in its sole discretion.

The Parties may amend the Contract to extend beyond seven (7) years, in accordance with the Colorado
Procurement Code and its implementing rules, in the event that the Department determines the extension is
necessary to align the Contract with other Department contracts, to address State or Federal programmatic
or policy changes related to the Contract or to provide sufficient time to transition the Work.

In the event that the Contract is extended beyond seven (7) years, the annual maximum compensation for
the Contract in any of those additional years shall not exceed the Contract maximum amount for the prior
State Fiscal Year (SFY) plus the annual percent increase in the Consumer Price Index for All Urban
Consumers (CPI-U) for the Denver- Boulder-Greeley metropolitan area for the calendar year ending
during that prior SFY. If the CPI-U for Denver-Boulder-Greeley is for some reason not available as
specified in this subsection, the increase shall be equal to the percent increase in the CPI-U (U.S.) for the
same period.

The limitation on the annual maximum compensation shall not include increases made specifically as
compensation for additional work added to the Contract.

3.16. State System Access

3.16.1.

If Contractor requires access to any State computer system to complete the Work, Contractor shall have and
maintain all hardware, software and interfaces necessary to access the system without requiring any
modification to the State’s system. Contractor shall follow all State policies, processes and procedures
necessary to gain access to the State’s systems.

3.17. Protection of System Data

3.17.1.

3.17.2.

3.17.2.1.
3.17.2.2.
3.17.2.3.

3.17.3.
3.17.3.1.

3.17.3.2.

3.17.3.3.

In addition to the requirements of the main body of this Contract, if Contractor or any Subcontractor is given
access to State Records by the State or its agents in connection with Contractor’s performance under the
Contract, Contractor shall protect all State Records in accordance with this Exhibit. All provisions of this
Exhibit that refer to Contractor shall apply equally to any Subcontractor performing work in connection with
the Contract.

For the avoidance of doubt, the terms of this Exhibit shall apply to the extent that any of the following
statements is true in regard to Contractor access, use, or disclosure of State Records:

Contractor provides physical or logical storage of State Records;
Contractor creates, uses, processes, discloses, transmits, or disposes of State Records;

Contractor is otherwise given physical or logical access to State Records in order to perform Contractor’s
obligations under this Contract.

Contractor shall, and shall cause its Subcontractors, to do all of the following:

Provide physical and logical protection for all hardware, software, applications, and data that meets or
exceeds industry standards and the requirements of this Contract.

Maintain network, system, and application security, which includes, but is not limited to, network
firewalls, intrusion detection (host and network), annual security testing, and improvements or
enhancements consistent with evolving industry standards.

Comply with State and federal rules and regulations related to overall security, privacy, confidentiality,
integrity, availability, and auditing.
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3.17.3.4.

3.17.3.5.

Provide that security is not compromised by unauthorized access to workspaces, computers, networks,
software, databases, or other physical or electronic environments.

Promptly report all Incidents, including Incidents that do not result in unauthorized disclosure or loss of
data integrity, to the State.

3.17.4. Colorado Information Security Policy (CISP) Compliance

3.17.4.1.

3.17.4.2.

3.17.4.3.

3.17.4.4.

3.17.4.4.1.
3.17.4.4.2.
3.17.4.5.

Contractor shall assess its compliance with the CISPs, in effect at the time of the assessment, issued by
the Governor’s Office of Information Technology (“OIT”) posted at www.oit.state.co.us/about/policies
under Information Security.

For the purposes of reviewing and assessing compliance with the CISPs, the Contractor shall consider
itself to be both the Information Technology Service Provider (ITSP) and Business Owner.

Contractor shall deliver to the State the signed CISP Attestation, on a form provided by the Department,
indicating that Contractor has assessed its compliance with the CISPs and has developed a plan to correct,
in a timely manner, any security vulnerabilities identified during the assessment.

Contractor shall assess its compliance with the CISPs on an annual basis and deliver to the State the
signed CISP Attestation, on a form provided by the Department.

DELIVERABLE: Annual CISP Attestation
DUE: Annually, by June 30th of each year

Contractor shall cause its Subcontractors to comply with the CISPs and to assess their compliance on at
least and annual basis. If any Subcontractor’s assessment determines that the Subcontractor is not in
compliance, then Contractor shall ensure that Subcontractor corrects, in a timely manner, any security
vulnerabilities identified during the assessment.

3.17.5. Health and Human Services HIPAA Security Rule Risk Assessments

3.17.5.1.

3.17.5.2.

3.17.5.2.1.
3.17.5.2.2.
3.17.5.3.

Contractor shall deliver to the State the signed HHS Attestation, on a form provided by the Department,
indicating that Contractor has conducted a risk assessment of its operations related to the services provided
under this Contract that satisfies the requirement of 45 CFR. §164.308(a)(1)(ii)(A) (the “HIPAA Security
Rule”), and that Contractor has developed a plan to correct, in a timely manner, any vulnerabilities in
administrative, technical, or physical safeguards identified during the assessment.

Contractor shall conduct an annual risk assessment of its operations related to the services provided under
this Contract that satisfies the requirement of the HIPAA Security Rule and deliver to the State the signed
HHS Attestation, on a form provided by the Department.

DELIVERABLE: Annual HHS Attestation
DUE DATE: Annually, by June 30th of each year

Contractor shall cause its Subcontractors to comply with the HIPAA Security Rule and assess their
compliance on at least an annual basis. If any Subcontractor’s assessment determines that the
Subcontractor is not in compliance, then Contractor shall ensure that Subcontractor corrects, in a timely
manner, any vulnerabilities in administrative, technical, or physical safeguards identified during the
assessment.

3.17.6. Subject to Contractor’s reasonable access security requirements and upon reasonable prior notice,
Contractor shall provide the State with scheduled access for the purpose of inspecting and monitoring access
and use of State Records, maintaining State systems, and evaluating physical and logical security control
effectiveness.
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3.17.7. Contractor shall perform background checks on all of its respective employees and agents performing
services or having access to State Records provided under this Contract. A background check performed
during the hiring process shall meet this requirement. Contractor shall perform a background check on any
employee if the Contractor becomes aware of any reason to question the employability of an existing
employee. Contractor shall require all Subcontractors to meet the standards of this requirement.

3.17.7.1. Contractor shall deliver to the State the signed Background Check Attestation, on a form provided by the
Department, indicating that background checks have been completed on employees participating in
operations related to this Contract.

3.17.7.1.1. DELIVERABLE: Background Check Attestation
3.17.7.1.2.  DUE: Annually, by June 30th of each year

3.17.7.2. If Contractor will have access to Federal Tax Information under the Contract, Contractor shall agree to the
State’s requirements regarding Safeguarding Requirements for Federal Tax Information and shall comply

with the background check requirements defined in IRS Publication 1075 and §24-50-1002, C.R.S.
3.18. Data Handling

3.18.1. The State, in its sole discretion, may securely deliver State Records directly to Contractor. Contractor shall
maintain these State Records only within facilities or locations that Contractor has attested are secure,
including for the authorized and approved purposes of backup and disaster recovery purposes. Contractor
may not maintain State Records in any data center or other storage location outside the United States for
any purpose without the prior express written consent of the State.

3.18.2. Contractor shall not allow remote access to State Records from outside the United States, including access
by Contractor’s employees or agents, without the prior express written consent of OIS. Contractor shall
communicate any request regarding non-U.S. access to State Records to the Security and Compliance
Representative for the State. The State shall have sole discretion to grant or deny any such request.

4. CONTRACTOR REGION AND PERSONNEL
4.1. Region

4.1.1.  The Contractor shall be the RAE for Region #3 and shall be the PCCM Entity and the PIHP for Members
enrolled with the Contractor.

4.1.1.1.  Region 3 includes Adams, Arapahoe, Douglas, and Elbert Counties.
4.2. Personnel

4.2.1.  The Contractor shall possess the organizational resources and commitment necessary to perform the work
and successfully implement and operate the program in the Contractor’s Region. Specifically, the Contractor
shall:

4.2.1.1.  Have a defined organizational structure with clear lines of responsibility, authority, communication and
coordination throughout the organization.

4.2.1.2.  Have a physical office located in the Contractor’s Region, unless otherwise approved by the Department
in writing.
4.2.2.  The Contractor shall take into consideration the diversity of the community and the members it serves when
hiring its Key Personnel and Other Personnel.

4.2.3.  Contractor shall provide qualified Key Personnel and Other Personnel as necessary to perform the Work
throughout the term of the Contract.
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4.2.3.1.

4.2.3.1.1.
4.2.3.1.2.
4.2.3.2.

4.2.3.2.1.
4.2.3.2.2.
4.2.4.

4.2.5.

4.2.5.1.
4.2.5.2.
4.2.6.

4.2.6.1.
4.2.6.2.

4.2.7.

4.2.7.1.
4.2.7.2.
4.2.8.

4.2.9.

4.2.10.
4.2.10.1.

ID: 916BE66B-24DF-4068-8141-5017A6C2E977

Contractor shall provide the Department with a list of names and contract information for the key
personnel and other relevant management/supervisory staff assigned to the Contract.

DELIVERABLE: Management/supervisory staff contact information
DUE: Within five (5) Business Days following the Effective Date

Contractor shall update this list upon the Department’s request to account for changes in the individuals
assigned to the Contract.

DELIVERABLE: Updated management/supervisory staff contact information
DUE: Within five (5) Business Days following the Department’s request for an update

If any of Contractor's Key Personnel or Other Personnel are required to have and maintain any professional
licensure or certification issued by any federal, state or local government agency, then Contractor shall make
copies of such current licenses and certifications available to the Department.

The Contractor shall provide the Department with an Organizational Chart listing all positions within the
Contractor’s organization that are responsible for the performance of any activity related to the Contract,
their hierarchy and reporting structure and the names of the individuals fulfilling each position.

DELIVERABLE: Organizational Chart.
DUE: Five (5) Business days after the Effective Date.

The Contractor shall provide the Department with an updated Organizational Chart with any changes in Key
Personnel.

DELIVERABLE: Updated Organizational Chart

DUE: Within five (5) Business Days from any change in Key Personnel or from the Department’s request
for an updated Organizational Chart.

Contractor shall not change individuals in Key Personnel positions without the prior written approval of the
Department. Any individual replacing Key Personnel shall have qualifications that are equivalent to or
exceed the qualifications of the individual that previously held the position, unless otherwise approved, in
writing, by the Department. Contractor shall submit the Key Personnel Approval Form for the Contractor’s
candidate for the position, along with the candidate’s resume and copies of required professional
license(s)/certification(s). The Department shall provide feedback on the candidate within five (5) Business
Days of the Contractor’s submission of the required information.

DELIVERABLE: Key Personnel Approval Form
DUE: Within ten (10) Business Days following the Contractor’s identification of a potential replacement.

Key personnel may be temporarily replaced due to sickness, family emergencies, or other kinds of approved
leave. In such cases, the Department shall be notified of the individual that will be filling in for the employee.

The Contractor shall ensure that each Key Personnel position is filled by separate and distinct individuals.
No individual shall be allowed to fulfill multiple Key Personnel positions simultaneously.

Personnel Availability

The Contractor shall ensure Key Personnel and Other Personnel assigned to the Contract are available for
meetings with the Department during the Department’s normal business hours, as determined by the
Department. The Contractor shall also make these personnel available outside of the Department’s normal
business hours and on weekends with prior notice from the Department.
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4.2.10.2. The Contractor’s Key Personnel and Other Personnel shall be available for all regularly scheduled
meetings between the Contractor and the Department, unless the Department has granted prior, written
approval.

4.2.10.3. The Contractor shall ensure that the Key Personnel and Other Personnel attending all meetings between
the Department and the Contractor have the authority to represent and commit the Contractor regarding
work planning, problem resolution and program development.

4.2.10.4. At the Department’s direction, the Contractor shall make its Key Personnel and Other Personnel available
to attend meetings as subject matter experts with stakeholders both within the state government and with
external or private stakeholders.

4.2.10.5. All of Contractor’s Key Personnel and Other Personnel that attend any meeting with the Department or
other Department stakeholders shall be physically present at the location of the meeting, unless the
Department gives prior, written permission to attend by telephone or video conference. If Contractor has
any personnel attend by telephone or video conference, Contractor shall provide all additional equipment
necessary for attendance, including any virtual meeting space or telephone conference lines.

4.2.10.6. The Contractor shall respond to all telephone calls, voicemails and emails from the Department within one
(1) Business Day of receipt by the Contractor.

4.2.11. Key Personnel

4.2.11.1. The Contractor shall designate individuals based in Colorado to hold the following Key Personnel
positions:

42.11.1.1. Program Officer — One (1) full-time employee. The Program Officer shall be a senior management
position.

4.2.11.1.1.1. The Program Officer shall:

4.2.11.1.1.1.1. Serve as the Contractor’s primary point of contact for the Contract and for Contract
performance. The Program Officer shall work out of an office within the Contractor’s Region,
unless otherwise approved by the Department in writing or the Contractor chooses to have a
Regional Contract Manager.

4.2.11.1.1.1.2. Be accountable for all other Key Personnel and other personnel and ensure appropriate staffing
levels throughout the term of the Contract.

4.2.11.1.1.1.3. Monitor all phases of the project in accordance with work plans or timelines or as determined
between the Contractor and the Department.

4.2.11.1.1.1.4. Ensure the completion of all work in accordance with the Contract’s requirements. This
includes, but is not limited to, ensuring the accuracy, timeliness and completeness of all work.

4.2.11.1.1.1.5. Participate in Department-led meetings to discuss the progress and direction of the Program.

4.2.11.1.1.2. The Program Officer shall have the following qualifications:

4.2.11.1.1.2.1. Experience designing and/or administering health programs and developing health care policy.

42.11.1.1.2.2. Experience managing projects or contracts of similar scope and size.

4.2.11.1.1.2.3. Knowledge of and experience with health care delivery system reforms and Medicaid

programs, including federal and state regulations.

4.2.11.1.1.2.4. Senior management decision-making authority regarding the Contract.
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4.2.11.1.2.

4.2.11.1.2.1.
42.11.1.2.1.1.

42.11.1.2.1.2.

4.2.11.1.2.1.3.
4.2.11.1.2.2.
4.2.11.1.2.2.1.

4.2.11.1.2.2.2.

4.2.11.1.3.

Chief Financial Officer (CFO) — One (1) full-time employee. The CFO shall be a senior management
position.

The CFO shall:

Be accountable for the administrative, financial, and risk management operations of the
organization, to include the development of a financial and operational strategy, metrics tied
to that strategy, and the ongoing development and monitoring of control systems designed to
preserve company assets and report accurate financial information.

Effectively implement and oversee the budget, accounting systems, financial and risk
management operations for the organization, development of financial management strategy,
including robust monitoring and reporting.

Ensure financial compliance with federal and state laws and the requirements.

The CFO shall have the following qualifications:

Licensed as Certified Public Accountant or have a Master’s degree in accounting or business
administration, unless otherwise approved by the Department in writing.

Experience and demonstrated success in managed health care, accounting systems and
financial operations.

Chief Clinical Officer (CCO) — One (1) full-time employee. The CCO shall be a senior management

position.

4.2.11.1.3.1.
4.2.11.1.3.1.1.

4.2.11.1.3.1.2.

4.2.11.1.3.1.3.

4.2.11.1.3.2.
4.2.11.1.3.2.1.
4.2.11.1.3.2.2.

4.2.11.1.3.2.3.

4.2.11.1.4.

The CCO shall:

Define the overall clinical vision for the organization and provide clinical direction to network
management, quality improvement, utilization management and credentialing divisions.

Provide medical oversight, expertise and leadership to ensure the delivery of coordinated, cost-
effective services and supports for Members.

Participate in strategy development and the design and implementation of innovative clinical
programs and interventions with the Health Neighborhood and Community.

The CCO shall have the following qualifications:

Be a physician licensed and registered in any state.

Have a minimum of five (5) years’ experience working at a management level with Medicaid
programs spanning both physical and behavioral health.

Have knowledge and experience with health care delivery system reform, addressing the social
determinants of health and establishing coverage policies based on evidence-based practices.

Quality Improvement Director — One (1) full-time employee. The Quality Improvement Director shall

be a management level position.

4.2.11.1.4.1.
42.11.14.1.1.

42.11.1.4.1.2.
4.2.11.1.4.1.3.
4.2.11.1.4.1.4.

Exhibit B-6, SOW

The Quality Improvement Director shall:

Be accountable for development and implementation of quality improvement programs, and
all aspects of measuring and assessing program outcomes.

Direct and coordinate all quality improvement activities.
Ensure alignment with federal and state guidelines.

Set internal performance goals and objectives.
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4.2.11.1.4.2.
4.2.11.1.4.2.1.

4.2.11.1.4.2.2.
4.2.11.1.4.2.3.
42.11.1.4.23.1.
4.2.11.1.4.2.3.2.

4.2.11.1.4.2.3.3.

The Quality Improvement Director shall have the following qualifications:

Minimum of a bachelor’s degree in nursing, public health or strongly related field. Master’s
level preferred.

Minimum of five (5) years of professional experience in healthcare quality improvement.
Knowledge and Experience in the following areas:
Accreditation standards, including National Committee on Quality Accreditation (NCQA).

Outcomes and performance measurement, including HEDIS and HEDIS- like behavioral
health measures.

Compliance and regulation enforcement.

42.11.1.5. Health Information Technology (Health IT) and Data Director — One (1) full-time employee.

4.2.11.1.5.1.

42.11.1.5.1.1.
4.2.11.1.5.1.2.
4.2.11.1.5.1.3.
4.2.11.1.5.1.4.
42.11.1.5.1.5.

42.11.1.5.1.5.1.
42.11.1.5.1.5.2.
4.2.11.1.5.1.5.3.
4.2.11.1.5.1.5.4.
4.2.11.1.5.1.5.5.
4.2.11.1.5.1.5.6.
4.2.11.1.5.2.
42.11.1.5.2.1.
4.2.11.1.5.2.2.
4.2.11.1.5.2.3.

The Health IT and Data Director shall:
Facilitate data sharing among the Contractor, the state, and Network Providers.
Ensure the implementation and operation of technological tools required to perform the Work.
Identify opportunities to reduce redundancy in workflows and data systems.
Assist Network Providers to maximize the use of EHRs and Health Information Exchange.

Develop the organization’s strategy and be accountable for operations related to the receipt and
processing of:

Client enrollment spans

Capitation payments

Encounter Data

Health needs survey information

Admission, discharge, and transfer data

BIDM System data

The Health IT and Data Director shall have the following qualifications:

Experience directing a health information technology program.
Experience supporting health care practices.

Expertise in health data analytics.

4.2.11.1.6. Utilization Management Director — One (1) full-time employee.

4.2.11.1.6.1.
4.2.11.1.6.1.1.

4.2.11.1.6.1.2.
4.2.11.1.6.1.3.

4.2.11.1.6.2.
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The Utilization Management Director shall:

Lead and develop the utilization management program and manage the medical review and
authorization process.

Oversee the medical appropriateness and necessity of services provided to Members.

Analyze and monitor utilization trends, identify problem areas and recommend action plans for
resolution.

The Utilization Management Director shall have the following qualifications:
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4.2.11.1.6.2.1. Registered Nurse or equivalent health care professional with necessary behavioral health
clinical experience and medical knowledge.

4.2.11.1.6.2.2. Minimum of five years’ cumulative experience in utilization management and managed care.

4.2.11.1.6.2.3. Knowledge of quality improvement, disease management, and case management.

42.11.1.7. Regional Contract Manager (Optional) — One (1) full-time employee.

4.2.11.1.7.1. If the RAE chooses to have a Regional Contract Manager, the Regional Contract Manager shall:

42.11.1.7.1.1. Serve as the primary point of contact for all day-to-day operational issues.

4.2.11.1.7.1.2. Oversee operational procedures, business processes, and reporting.

42.11.1.7.1.3. Participate in Department-led meetings to discuss operational issues and solutions.

4.2.11.1.7.1.4. Work collaboratively with the Program Officer to perform program analysis and implement
enhancements.

4.2.11.1.7.1.5. Work out of an office within the Contractor’s Region.

4.2.11.1.7.2. The Regional Contract Manager shall have the following qualifications:

4.2.11.1.7.2.1. Experience in management, contract management, and operations of health programs.

42.11.1.7.2.2. Experience managing the operations of projects or contracts of similar scope and size.

4.2.11.1.7.2.3. Knowledge of and experience with Medicaid programs.

4.2.11.2. In order to ensure appropriate administrative expertise in behavioral health, the Contractor shall ensure

4.2.12.
4.2.12.1.

4.2.12.2.

4.2.12.3.

4.2.13.
4.2.13.1.
4.2.13.2.

4.2.13.3.

that at least one (1) of the Key Personnel has had the majority of their work experience working for
behavioral health organizations, including at least five (5) years’ experience in a leadership role
administering behavioral health programs. Key Personnel include: Program Officer, Chief Clinical
Officer, or Quality Improvement Director.

Other Personnel Responsibilities

Contractor shall use its discretion to determine the number of Other Personnel necessary to perform the
Work in accordance with the requirements of this Contract.

If the Department has determined that Contractor has not provided sufficient Other Personnel to perform
the Work in accordance with the requirements of this Contract, Contractor shall provide all additional
Other Personnel necessary to perform the Work in accordance with the requirements of this Contract at
no additional cost to the Department.

Contractor shall ensure that all Other Personnel have sufficient training and experience to complete all
portions of the Work assigned to them. Contractor shall provide all necessary training to its Other
Personnel, except for State-provided training specifically described in this Contract.

Subcontractors

The Contractor may subcontract to complete a portion or portions of the Work required by the Contract.

The Contractor shall not subcontract more than forty percent (40%) of the total value of this Contract; this
does not apply to the division of responsibilities between joint owners of the Contractor.

The Contractor shall not enter into any subcontract in connection with its obligations under this Contract
without providing notice to the Department. The Department may reject any such subcontract, and the
Contractor shall terminate any subcontract that is rejected by the Department and shall not allow any
Subcontractor to perform any Work after that Subcontractor’s subcontract has been rejected by the State.
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4.2.13.4. The Contractor shall provide the organizational name of each Subcontractor and all items to be worked on
by each Subcontractor to the Department.

4.2.13.4.1. DELIVERABLE: Name of each Subcontractor and items on which each Subcontractor will work
4.2.13.4.2. DUE: July 1, 2018.

4.2.13.5. The Contractor shall obtain prior consent and written approval for any use of Subcontractor(s).
4.2.13.6. The Contractor shall ensure that all subcontracts are executed in accordance with 42 C.F.R. § 438.230.
4.2.13.7. The Contractor shall notify the Department of the termination of any subcontract.

4.2.13.7.1. DELIVERABLE: Notice of Subcontractor Termination

4.2.13.7.2. DUE: At least sixty (60) calendar days prior to termination for all general terminations and within two
(2) Business Days of the decision to terminate for quality or performance issue terminations.

5. REGIONAL ACCOUNTABLE ENTITY

5.1. The Contractor shall perform all of the functions described in this Contract in compliance with all pertinent state
and federal statutes, regulations and rules, including the Department’s 1915(b) waiver for the Accountable Care
Collaborative.

5.2. The Contractor shall be licensed by the Colorado Division of Insurance as either a:
5.2.1.  Health Maintenance Organization (HMO) or

5.2.2.  Limited Service Licensed Provider Network (LSLPN), as defined by 3 CCR 702-2, Colorado Insurance
Regulation 2-1-9.

5.3. The Contractor shall administer the program in compliance with the requirements for both a Primary Care Case
Management Entity (PCCM Entity) and a Prepaid Inpatient Health Plan (PIHP) set forth in 42 C.F.R. § 438.2.

5.3.1.  The Contractor shall administer the two managed care authorities as one program that integrates clinical
care, operations, management, and data systems.

5.4. The Contractor shall have a governing body responsible for oversight of the Contractor’s activities in relation
to this Contract.

5.4.1.  The Contractor shall select members of the governing body in such a way as to minimize any potential or
perceived conflicts of interest.

5.5. The Contractor shall publicly list information on the Contractor’s governing body on the Contractor’s website,
including, but not limited to, the names of the members of the governing body and their affiliations.

5.6. The Contractor shall create a written RAE Governance Plan that:

5.6.1.  Describes how the Contractor will protect against any perceived conflict of interest among its governing
body from influencing the Contractor’s activities under this Contract.

5.6.1.1.  The Contractor shall include as conflicts of interest any party that has, or may have, the ability to control
or significantly influence a Contractor, or a party that is, or may be, controlled or significantly influenced
by a Contractor.

5.6.1.2.  The Contractor shall ensure that conflicts of interest include, but are not limited to, agents, Managing
Employees, persons with an ownership or controlling interest in the Contractor and their immediate
families, members of the governing body, subcontractors, wholly- owned subsidiaries or suppliers, parent
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companies, sister companies, holding companies, and other entities controlled or managed by any such
entities or persons.

5.6.2.  Is posted publicly on the Contractor’s website.

5.7. The Contractor shall submit the RAE Governance Plan to the Department.
5.7.1. DELIVERABLE: RAE Governance Plan

5.7.2.  DUE: June 1, 2018

5.7.3.  The Contractor shall submit an updated written RAE Governance Plan to the Department and post it when
a change is made to the report.

5.8. The Contractor shall update the RAE Governance Plan and shall submit the Updated RAE Governance Plan to
the Department any time a change in governance is discovered by the Contractor.

5.8.1. DELIVERABLE: Updated RAE Governance Plan
5.8.2.  DUE: Within thirty (30) days after the new change in governance is discovered

6. MEMBER ENROLLMENT AND ATTRIBUTION

6.1. The Contractor shall understand the Member enrollment, attribution, and assignment processes described in this
section.

6.1.1.  All full benefit Medicaid Clients will be mandatorily enrolled into the Accountable Care Collaborative
Program, with the exception of individuals that choose the Program of All- Inclusive Care for the Elderly
(PACE).

6.1.2.  The following individuals are not full benefit Medicaid Clients and are therefore not eligible for enrollment
in the Program:

6.1.2.1.  Qualified Medicare Beneficiary only (QMB-only)

6.1.2.2.  Qualified Working Disabled Individuals (QWDI)

6.1.2.3.  Qualified Individuals 1 (QI 1)

6.1.2.4.  Special Low-Income Medicare Beneficiaries (SLMB)

6.1.2.5. Undocumented immigrants

6.1.2.6.  All individuals while determined presumptively eligible for Medicaid

6.2. The Contractor shall verify Medicaid eligibility and enrollment using the Health Insurance Portability and
Accountability Act (HIPAA) 834 Benefit Enrollment and Maintenance transaction generated from the Colorado
interChange (MMIS). The Colorado Medical Assistance Program Web Portal may also be used to verify
Medicaid eligibility and enrollment in the Accountable Care Collaborative Program. The Department is the final
arbiter for all discrepancies between the various systems utilized for verifying eligibility and enrollment.

6.2.1.  The Contractor shall have systems capable of receiving and processing 834 transactions generated by the
Colorado interChange.

6.2.2.  The Contractor shall ensure that Network Providers supply services only to eligible Medicaid Members.

6.2.2.1.  The Contractor shall ensure that Network Providers verify that the individuals receiving services covered
under this Contract are Medicaid eligible on the date of service, whether the Contractor or the Department
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6.3.

6.4.

6.5.

6.6.

6.7.

6.7.1.

6.7.2.

6.8.

6.8.1.

6.8.2.

6.9.

6.10.

is responsible for reimbursement of the services provided, and whether the Contractor has authorized a
referral or made special arrangements with a provider, when appropriate.

The Department will enroll Members into the Accountable Care Collaborative on the same day that a Member’s
Medicaid eligibility notification is received in the Colorado interChange from the Colorado Benefit
Management System (CBMS). In alignment with the Member Enrollment Policy, the Department will allow
retroactive enrollment for up to 90 days from when a Member received IMD services within that time period.
The Department will assign Members to the Contractor based on the location of the PCMP Practice Site to
which the Member is attributed (e.g., if a Member lives in Region 3, but is attributed to a PCMP Practice Site
in Region 5, the Member will be assigned to the Contractor in Region 5). The PCMP attribution effective date
will be the same as the RAE assignment date.

The Department will automatically re-enroll Members with the PCMP and RAE that was in effect at the time
of their loss of Medicaid eligibility if there is a loss of Medicaid eligibility of two (2) months or less.

The Contractor shall not discriminate against individuals eligible to enroll in the Accountable Care
Collaborative on the basis of race, color, ethnic or national origin, ancestry, age, sex, gender, sexual orientation,
gender identity and expression, religion, creed, political beliefs or disability, and shall not use any policy or
practice that has the effect of discriminating on the basis of race, color, ethnic or national origin, ancestry, age,
sex, gender, sexual orientation, gender identity and expression, religion, creed, political beliefs or disability.
The Contractor shall also not discriminate against Members in enrollment and re-enrollment on the basis of
health status or need for health care services.

The Contractor shall accept all eligible Members that the Department assigns to the Contractor in the order in
which they are assigned without restriction. The Department will assign Members to a RAE based on the
Department attribution and assignment policies and procedures.

The Contractor shall understand that Members may select a different PCMP at any time through the Enrollment
Broker.

The selection of a different PCMP may result in assignment to a different RAE. Assignment into a different
RAE will be effective on the first day of the month following the month when the selection was made.

The Contractor shall develop procedures to transition services in the event that a Member’s assignment is
changed from one RAE to a different RAE to ensure that the Member’s quality, quantity and timeliness of
care is not affected during the transition.

The Contractor shall receive and process an attribution and assignment list from the Department that contains
the attribution and assignment information for all Members in the Contractor’s region and any additions,
deletions or changes to the existing PCMP selection records.

The Contractor shall no less than quarterly compare this attribution and assignment list with Member claims
activity to ensure accurate Member attribution and assignment. The Contractor shall follow up with
Members who are seeking care from primary care providers other than the attributed PCMP to identify any
barriers to accessing the PCMP and, if appropriate, to assist the Member in changing the attributed PCMP.

The Contractor shall regularly identify nursing facility and Regional Center Members to ensure accurate
Member attribution. The Contractor shall work with nursing facilities and Regional Centers as necessary to
ensure appropriate Member attribution and, when needed, assist Members in choosing a PCMP.

The Contractor shall work with the Department, PCMPs and Stakeholders to develop policies that more
effectively support Member accountability for utilization of health services over an extended period of time,
such as a provider lock-in policy.

RAE Reassignment Process
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6.10.1. The Contractor shall understand that any Member may request reassignment from the RAE serving the
Member’s PCMP to the RAE serving the Member’s county of residence when requested by both the Member
and their care coordinator/case manager by submitting a RAE Reassignment Request Form, Exhibit F.

6.10.2. The Contractor shall support any Member that is requesting RAE reassignment. The Contractor shall share
the RAE Reassignment Request form with the alternate RAE.

6.10.3. The Contractor shall understand that Members considered for reassignment must meet all of the following
criteria:

6.10.3.1. The Member resides in a RAE geographic region different from the RAE geographic region of the
Member’s PCMP.

6.10.3.2. The Member is receiving an array of mental health and community support services from a CMHC.

6.10.3.3. The Member has a current plan of care that features the utilization of state plan services, 1915(b)(3)
community-based system of care services, and other state resources to support the Member’s living in the
community, maintaining optimal level of functioning, and achieving recovery.

6.10.3.4. The Member has a history of hospitalization for a mental health condition, utilization of the Colorado
Crisis Services system, involvement with the criminal justice system, or other similar indicator of the
complexity of the Member’s mental health condition within the past twelve (12) months and requires
ongoing therapeutic and community-based services in order to live stably in the community.

6.10.4. The Contractor shall comply with and process the Department’s determination regarding RAE reassignment.

6.10.5. The Contractor shall understand that if approved, assignment to the new RAE will be effective on the first
day of the month following the month in which the Department approves the request for reassignment. If a
request for reassignment comes too late within a month to process the request in the Colorado interChange,
the reassignment will occur the first day of the second month following the month in which the Department
approves the request for reassignment.

6.10.6. The Contractor shall develop procedures to transition services to the new RAE to ensure that the Member’s
quality, quantity and timeliness of care is not affected during the transition.

7. MEMBER ENGAGEMENT
7.1. Person-and Family Centered Approach

7.1.1.  The Contractor shall actively engage Members in their health and well-being by demonstrating the
following:

7.1.1.1.  Responsiveness to Member and family/caregiver needs by incorporating best practices in communication
and cultural responsiveness in service delivery.

7.1.1.2.  Utilization of various tools to communicate clearly and concisely.
7.1.1.3.  Proactive education promoting the effective utilization of Medicaid benefits and the health care system.

7.1.1.4.  Promotion of health and wellness, particularly preventive and healthy behaviors as outlined in initiatives
such as Colorado’s 10 Winnable Battles and Colorado’s State of Health.

7.1.2.  The Contractor shall align Member engagement activities with the Department’s person- and family-
centered approach that respects and values individual preferences, strengths, and contributions.
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The Contractor shall be aware of the work being done and recommendations made by the Department’s
Member Experience Advisory Council, which consists of Medicaid and CHP+ Clients, family members
and/or caretakers.

7.2. Cultural Responsiveness

7.2.1.

7.2.2.

7.2.3.

7.2.3.1.

7.2.3.2.

7.2.4.

7.2.5.

7.2.5.1.

7.2.6.
7.2.6.1.

7.2.6.2.

7.2.6.2.1.

7.2.6.2.2.

7.2.6.2.3.

The Contractor shall provide and facilitate the delivery of services in a culturally competent manner to all
Members, including those with limited English proficiency and diverse cultural and ethnic backgrounds,
disabilities, and regardless of gender, sexual orientation or gender identity in compliance with 42 C.F.R. §
438.206(c)(2).

The Contractor shall make its written materials that are critical to obtaining services, including, at a
minimum, provider directories, enrollee handbooks, appeal and grievance notices, and denial and
termination notices available in the prevalent non-English languages. All materials shall be written in
English and Spanish, or any other prevalent language, as directed by the Department or as required by 42
CFR 438.10.

The Contractor shall develop and/or provide cultural and disability competency training programs, as
needed, to Network Providers and Contractor staff regarding:

Health care attitudes, values, customs and beliefs that affect access to and benefit from health care services.
The medical risks associated with the Member population’s racial, ethnic and socioeconomic conditions.

The Contractor shall identify Members whose cultural norms and practices may affect their access to health
care. These efforts shall include, but are not limited to, inquiries conducted by the Contractor of the language
proficiency of Members during the Member’s orientation or while being served by Network Providers.

The Contractor shall provide all information for Members in a manner and format that may be easily
understood and is readily accessible by Members.

Readily accessible is defined as electronic information and services that comply with modern accessibility
standards, such as Section 508 of the Americans with Disabilities Act, Section 504 of the Rehabilitation
Act, and W3C’s Web Content Accessibility Guidelines (WCAG) 2.0 AA and Successor versions.

Language Assistance Services

The Contractor shall provide language assistance services as described in 42 C.F.R. § 438.10, for all
Contractor interactions with Members and for all covered services. Language assistance services include
bilingual staff and interpreter services, at no cost to any Member. Language assistance shall be provided
at all points of contact, in a timely manner and during all hours of operation. The Contractor shall
implement appropriate technologies for language assistance services in accordance with evolving best
practices in communication.

The Contractor shall make oral interpretation available in all languages and written translation available
in each prevalent non-English language at no cost to any Member.

The Contractor shall assure the competence of language assistance provided by interpreters and
bilingual staff.

The Contractor shall not use family and friends to provide interpretation services except by request of
the Member.

The Contractor shall provide interpreter services for all interactions with Members when there is no
Contractor staff person available who speaks a language understood by a Member.
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7.2.6.3.

7.2.6.3.1.

7.2.6.3.2.
7.2.6.3.3.
7.2.6.4.

7.2.6.5.

7.2.7.
7.2.7.1.

7.2.7.2.

7.2.7.3.

7.2.7.3.1.

7.2.7.4.

7.2.7.5.

7.2.7.5.1.

7.2.7.5.2.

7.2.7.6.

7.2.7.7.

7.2.7.8.

The Contractor shall notify Members verbally and through written notices regarding the Member’s right
to receive the following language assistance services, as well as how to access the following language
assistance services:

Oral interpretation for any language. Oral interpretation requirements apply to all non-English
languages, not just those that the state identifies as prevalent.

Written translation in prevalent languages.
Auxiliary aids and services for Members with disabilities.

The Contractor shall ensure that language assistance services shall include, but are not limited to, the use
of auxiliary aids such as TTY/TDY and American Sign Language.

The Contractor shall ensure that customer service telephone functions easily access interpreter or bilingual
services.

Written Materials for Members

The Contractor shall ensure that all written materials it creates for distribution to Members meet all
noticing requirements of 45 C.F.R. Part 92.

The Contractor shall ensure that all written materials it creates for distribution to Members are culturally
and linguistically appropriate to the recipient.

The Contractor shall make its written materials that are critical to obtaining services, including, at a
minimum, provider directories, appeal and grievance notices, and denial and termination notices available
in the prevalent non-English languages in the State.

The Contractor shall include taglines in the prevalent non-English languages in the State, and in large
print, explaining the availability of written translation or oral interpretation to understand the
information provided.

The Contractor shall notify all Members and potential Members of the availability of alternate formats for
information, as required by 42 C.F.R. § 438.10 and 45 C.F.R. § 92.8, and how to access such information.

The Contractor shall write all materials in easy to understand language and shall comply with all applicable
requirements of 42 C.F.R. § 438.10.

The Contractor shall write all published information provided to Members, to the extent possible, at
the sixth (6th) grade level, unless otherwise directed by the Department.

The Contractor shall publish all written materials provided to Members using a font size no smaller
than twelve (12) point.

The Contractor shall translate all written information into other non-English languages prevalent in the
Contractor’s Region.

The Contractor shall ensure that its written materials for Members are available in alternative formats and
through the provision of auxiliary aids and services in an appropriate manner that takes into consideration
the needs of Members with disabilities, Members who are visually impaired and Members who have
limited reading and/or English proficiency, at no cost.

The Contractor shall ensure that its written materials for Members include taglines in the prevalent non-
English languages in the State, as well as large print, explaining the availability of information on how to
request auxiliary aids and services, including the provision of materials in alternative formats and the toll-
free and TTY/TDY telephone number of the Contractor’s Member service unit, at no cost.
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The Contractor shall ensure that all written materials for Members have been tested by Member
representatives.

7.3. Member Communication

7.3.1.
7.3.2.

7.3.3.

7.3.4.
7.3.5.

7.3.6.
7.3.6.1.

7.3.6.1.1.
7.3.6.1.2.
7.3.6.1.3.
7.3.6.1.4.
7.3.6.1.5.
7.3.6.1.6.
7.3.6.1.7.
7.3.6.1.8.
7.3.6.1.9.

The Contractor shall maintain consistent communication, both proactive and responsive, with Members.

The Contractor shall ensure that the Contractor’s Member communications adhere to Colorado Medicaid’s
brand standards.

The Contractor shall maintain, staff, and publish the number for a toll-free telephone line that Members may
call regarding customer service or Care Coordination issues.

The Contractor shall use Member notices developed by the Department.

The Contractor shall assist any Member who contacts the Contractor, including Members not in the
Contractor’s region who need assistance with contacting his’/her PCMP and/or RAE. The Department will
provide data to the Contractor on all Members for this purpose.

General Member Information Requirements

The Contractor shall develop electronic and written materials for distribution to newly enrolled and
existing Members, with input from the Department, in accordance with 42 C.F.R. § 438.10 that must
include, at a minimum, all of the following:

Contractor’s single toll-free, customer service phone number.

Contractor’s Email address.

Contractor’s website address.

State relay information.

The basic features of the RAE’s managed care functions as a PCCM Entity and PIHP.

Which populations are subject to mandatory enrollment into the Accountable Care Collaborative.
The service area covered by the Contractor.

Medicaid benefits, including State Plan benefits and those in the Capitated Behavioral Health Benefit.

Any restrictions on the Member’s freedom of choice among Network Providers.

7.3.6.1.10. A directory of Network Providers.

7.3.6.1.10.1. DELIVERABLE: Network Directory

7.3.6.1.10.2. DUE: Five (5) days prior to the Operational Start Date.

7.3.6.1.11. The requirement for the Contractor to provide adequate access to behavioral health services included
in the Capitated Behavioral Health Benefit, including the network adequacy standards.

7.3.6.1.12. The Contractor’s responsibilities for coordination of Member care.

7.3.6.1.13. Information about where and how to obtain counseling and referral services that the Contractor does

not cover because of moral or religious objections.

7.3.6.1.14. The Contractor shall notify Members when it adopts a policy to discontinue coverage of a counseling

or referral service based on moral or religious objections at least 30 days prior to the effective date of
the policy for any particular service.

7.3.6.1.15. To the extent possible, quality and performance indicators for the Contractor, including Member

satisfaction.
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7.3.7.  Member Rights

7.3.7.1.  The Contractor shall have written policies guaranteeing each Member’s right to be treated with respect

and

due consideration for his or her dignity and privacy.

7.3.7.2.  The Contractor shall provide information to Members regarding their Member Rights as stated in 42

CF
7.3.7.2.1.
7.3.7.2.2.

7.3.7.2.3.
7.3.7.2.4.

7.3.7.2.5.

7.3.7.2.6.
7.3.7.2.7.

.R. § 438.100 that include, but are not limited to:
The right to be treated with respect and due consideration for their dignity and privacy.

The right to receive information on available treatment options and alternatives, presented in a manner
appropriate to the Member’s condition and ability to understand.

The right to participate in decisions regarding their health care, including the right to refuse treatment.

The right to be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience or retaliation.

The right to request and receive a copy of their medical records and request that they be amended or
corrected.

The right to obtain available and accessible services under the Contract.

Freely exercise his or her rights with the Contractor or its providers treating the Member adversely.

7.3.7.3.  The Contractor shall post and distribute Member rights to individuals, including but not limited to:

7.3.7.3.1.
7.3.7.3.2.
7.3.7.3.3.
7.3.7.3.4.
7.3.7.3.5.

Members.
Member’s families.
Providers.

Case workers.
Stakeholders.

7.3.7.4.  The Contractor shall have written policies guaranteeing each Member’s right to receive information on
available treatment options and alternatives, presented in a manner appropriate to the Member’s condition

and

ability to understand.

7.3.8.  Member Handbook

7.3.8.1.  The Contractor shall collaborate with the Department to create a Member Handbook for distribution to
newly enrolled and existing Members that meets the requirements of 42 C.F.R. § 438.10. The Member
Handbook shall include, at a minimum, all of the following:

7.3.8.1.1.
7.3.8.1.2.
7.3.8.1.3.

7.3.8.1.4.

7.3.8.1.5.

7.3.8.1.6.

Exhibit B-6, SOW

Information that enables the Member to understand how to effectively use the Program.
Information that enables the Member to understand how to select and change their PCMP.

The amount, duration, and scope of benefits available under the contracts in sufficient detail to ensure
that Members understand the benefits to which they are entitled.

Procedures for obtaining benefits, including any requirements for service authorizations and/or
referrals for specialty care and for other benefits not furnished by the enrollee’s PCMP.

Extent to which, and how, Members may obtain benefits, including family planning services and
supplies from out-of-network Providers.

Extent to which, and how, after hours and emergency coverage are provided. The Contractor shall
ensure that this information includes at least the following:
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7.3.8.1.6.1.

7.3.8.1.6.2.

7.3.8.1.6.3.

7.3.8.1.6.4.
7.3.8.1.6.5.

7.3.8.1.6.6.

7.3.8.1.6.7.
7.3.8.1.7.
7.3.8.1.8.
7.3.8.1.9.

7.3.8.1.10.
7.3.8.1.11.

7.3.8.1.12.
7.3.8.1.13.
7.3.8.1.14.
7.3.8.1.15.
7.3.8.1.16.

7.3.8.1.16.1.
7.3.8.1.16.2.

7.3.8.2.

7.3.8.2.1.
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An explanation that an emergency medical condition means a medical condition manifesting itself
by acute symptoms of sufficient severity (including severe pain) that a prudent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to place the health of the individual (or with respect to a pregnant
woman, the health of the woman or her unborn child) in serious jeopardy, result in serious
impairment to bodily functions, or cause serious dysfunction of any bodily organ or part.

An explanation that emergency services means covered inpatient and outpatient services that are
furnished by a provider that is qualified to furnish these services under Colorado Medicaid and
needed to evaluate or stabilize an emergency medical condition.

An explanation that Post-Stabilization Care services means covered services, related to an
emergency medical condition that are provided after a Member is stabilized in order to maintain
the stabilized condition or to improve or resolve the Member’s condition when the Contractor does
not respond to a request for pre-approval within one (1) hour, the Contractor cannot be contacted,
or the Contractor’s representative and the treating physician cannot reach an agreement concerning
the Member’s care and a Managed Care Entity physician is not available for consultation.

A statement that prior authorization is not required for emergency services.

The process and procedures for obtaining emergency services, including use of the 911 telephone
system or its local equivalent.

The locations of any emergency settings and other locations at which providers and hospitals
furnish emergency services and post-stabilization services covered under the contracts.

A statement that the Member has the right to use any hospital or other setting for emergency care.
Any restrictions on the Member’s freedom of choice among Network Providers.
A statement that prior authorization is not required to receive services from family planning providers.

Information about the Early and Periodic Screening, Diagnostic and Treatment (EPSDT) benefit and
how to access component services if the Member is under the age of 21 and is entitled to the EPSDT
benefit.

Member rights and responsibilities, as defined in Section 7.3.7.

How and where to access any benefits that are available under the State Plan but not covered under
the Contract, including cost sharing and how transportation is provided.

How to locate information and updates to the Colorado Prescription Drug List (PDL) program.
The transition of care policies for Members and potential Members.

Information on how to report suspected fraud or abuse.

A section with information specific to the Contractor’s Region.

The Contractor shall submit contact information for inclusion in the Member Handbook to the
Department.

DELIVERABLE: Colorado Medicaid Member Handbook Contractor contact information.
DUE: Five (5) Business days after the Effective Date.

The Contractor shall update the Contractor’s contact information for the Member Handbook, and submit
it to the Department, when significant changes occur.

DELIVERABLE: Updated Colorado Medicaid Member Handbook Contractor contact information
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7.3.8.2.2. DUE: Thirty (30) days prior to any contact changes taking effect.
7.3.9.  Contractor Website

7.3.9.1.  The Contractor shall develop and maintain a customized and comprehensive website that follows modern
principles of optimizing user experience on mobile and personal computer platforms and is navigable by
individuals who have low literacy, disabilities, or require language assistance. The Contractor shall ensure
that the website provides online access to general customer service information that includes, but is not
limited to:

7.3.9.1.1. Contractor’s contact information.

7.3.9.1.2. Member rights and handbooks.

7.3.9.1.3. Grievance and Appeal procedures and rights.
7.3.9.14. General functions of the Contractor.
7.3.9.1.5. Trainings.

7.3.9.1.6. For PCMPs and behavioral health providers, the Contractor shall make the following information on
the Contractor’s network providers available to Members as a provider directory in electronic form
and in paper form upon request:

7.3.9.1.6.1. Names, as well as any group affiliations.

7.3.9.1.6.2. Street addresses.

7.3.9.1.6.3. Telephone numbers.

7.3.9.1.6.4. Website URLSs, as appropriate.

7.3.9.1.6.5. Specialties, as appropriate.

7.3.9.1.6.6. Whether network providers will accept new Members.

7.3.9.1.6.7. The cultural and linguistic capabilities of network providers, including languages (including ASL)

offered by the provider or a skilled medical interpreter at the provider’s office, and whether the
provider has completed cultural competence training.

7.3.9.1.6.8. Whether network providers’ offices/facilities have accommodations for people with physical
disabilities, including offices, exam room(s) and equipment.

7.3.9.1.7. The Contractor shall ensure that the electronic provider directory is updated no later than thirty (30)
calendar days after the Contractor receives updated provider information.

7.3.9.1.8. The Contractor shall make the provider directory available on its website in a machine readable file
and format, as specified by the Secretary of the Department of Health and Human Services.

7.3.9.1.9. Access to care standards.

7.3.9.1.10. Health First Colorado Nurse Advice Line.

7.3.9.1.11.  Colorado Crisis Services information.

7.3.9.2.  The Contractor shall provide a link to the Department’s website on the Contractor’s website for
standardized information such as Member rights and handbooks, as well as a statement that all information
is available to Members in paper form upon request.

7.3.9.3.  The Contractor’s website shall include information on the Contractor’s Member engagement process, such
as Member advisory councils.
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7.3.9.4. The Contractor shall organize the website to allow for easy access of information by Members, family
members, providers, stakeholders and the general public in compliance with the Americans with
Disabilities Act (ADA).

7.3.9.5.  The Contractor shall ensure that web materials are able to produce printer-friendly copies of information.
7.3.10. Termination of Provider Agreement

7.3.10.1. Upon termination of a Network Provider’s agreement, for any reason, the Contractor shall make a good
faith effort to give written notice of termination of a Network Provider within 15 Calendar Days after
receipt or issuance of the termination notice to each Member who received his or her primary care from,
or was seen on a regular basis by, the terminated Network Provider. as required in 42 C.F.R. § 438.10(f)(1).

7.3.10.1.1. DELIVERABLE: Notice to Members of Network Provider Termination
7.3.10.1.2. DUE: Fifteen (15) days from the notice of termination.
7.3.11. Information on Grievance and Appeals Process

7.3.11.1. The Contractor shall provide information to Members on Grievance, Appeals and State Fair Hearing
procedures and timelines (as relevant and described in Section 8.0). The description shall include at least
the following:

7.3.11.1.1. A Member’s right to file Grievances and Appeals.

7.3.11.1.2. The toll-free number the Member can use to file a Grievance or Appeal by phone.
7.3.11.1.3.  Requirements and timeframes for filing a Grievance or Appeal.

7.3.11.1.4.  Availability of assistance for filing a Grievance, Appeal, or State Fair Hearing.
7.3.11.1.5. A Member’s right to a State Fair Hearing.

7.3.11.1.6. The method for obtaining a State Fair Hearing.

7.3.11.1.7. The rules that govern representation at the State Fair Hearing.

7.3.11.1.8.  That benefits will continue, when requested by the Member, if the Member files a timely Appeal or
State Fair Hearing request and that if the action is upheld, the Member may be liable for the cost of
any continued benefits.

7.3.11.1.9. Any Appeal rights the state makes available to providers to challenge the failure of the Contractor to
cover a service.

7.3.11.2. Advance Directives

7.3.11.2.1. The Contractor shall work with the Department to improve the process for educating Members on end-
of-life planning and care coordination, collective directives and other related end-of-life planning
documentation, and hosting such information for ease of access by providers and care coordinators.

7.3.11.3. At the time of initial enrollment, the Contractor shall provide written information to adult Members with
respect to advance directives policies, and include:

7.3.11.3.1. A description of applicable state law.

7.3.11.3.2. The Contractor’s advance directives policies, including a description of any limitations the Contractor
places on the implementation of advance directives as a matter of conscience.

7.3.11.3.3. Instructions that complaints concerning noncompliance with advance directives requirements may be
filed with the Colorado Department of Public Health and Environment.
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7.3.11.3.4. Notice that Members have the right to request and obtain this information at least once per year.

7.3.11.4. In the event of a change in state law, the Contractor shall reflect these changes to its advance directives
information no later than ninety (90) days after the effective date of the change.

7.3.11.5. The Contractor shall maintain written policies and procedures on advance directives for all adults receiving
medical care by or through the Contractor.

7.3.11.6. The Contractor shall not condition the provision of care or otherwise discriminate against an individual
based on whether or not the individual has executed an advance directive.

7.3.11.7. The Contractor shall educate staff concerning its policies and procedures on advance directives.
7.3.12.  Other information

7.3.12.1. The Contractor shall provide other necessary information to Members and their families, as determined
by the Department. This information shall include, but not be limited to the services provided by Early
Periodic Screening, Diagnostic and Treatment (EPSDT) and how to obtain additional information.

7.3.13. Member Material Review Process

7.3.13.1. The Contractor shall notify the Department at least thirty (30) Business Days prior to the Contractor’s
printing or disseminating any large-scale Member communication initiatives.

7.3.13.1.1.  The Contractor shall describe the purpose, frequency, and format of the planned Member
communication.

7.3.13.1.2.  DELIVERABLE: Notification of large-scale Member communication initiative

7.3.13.1.3.  DUE: At least thirty (30) Business Days prior to the Contractor printing or disseminating any large-
scale Member communication initiatives

7.3.13.1.4. The Contractor shall work with the Department to make any suggested changes to the Member
communication initiative in order to align the Contractor’s communication with the Department’s
communication standards and strategies.

7.3.13.2. The Department may review any Member materials used by the Contractor and request changes or
redrafting of Member materials as the Department determines necessary to ensure that the language is easy
to understand and that the document aligns with the Department standards. The Contractor shall make any
changes to the Member materials requested by the Department. This requirement shall not apply to
individualized correspondence that is directed toward a specific Member.

7.3.13.3. The Contractor shall ensure that all Member materials have been Member-tested.
7.3.14.  Electronic Distribution of Federally Required Information

7.3.14.1. Inorder to electronically distribute information required by 42 C.F.R. § 438.10 to Members, the Contractor
shall meet all of the following conditions:

7.3.14.1.1. The format is readily accessible and complies with modern accessibility standards such as Section 508
of the Americans with Disabilities Act, Section 504 of the Rehabilitation Act, and W3C’s Web content
Accessibility Guidelines (WCAG) 2.0 AA and successor versions.

7.3.14.1.2. The information is placed in a location on the state or Contractor’s website that is prominent and
readily accessible.

7.3.14.1.3. The information is provided in an electronic form, which can be electronically retained and printed.

7.3.14.1.4. The information is consistent with the content and language requirements of 42 C.F.R. § 438.10.
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7.3.14.1.5. The Member is informed that the information is available in paper form without charge upon request

and the Contractor provides the information upon request within five (5) Business Days.

7.4. Marketing

7.4.1.

7.4.2.

7.4.3.

7.4.4.

7.4.5.
7.4.6.

7.4.7.

7.4.8.

7.4.9.

7.4.10.

The Contractor shall not engage in any Marketing Activities, as defined in 42 C.F.R. § 438.104, during the
Start-Up Period.

During the Contract phase, the Contractor may engage in Marketing Activities at its discretion. The
Contractor shall not distribute any marketing materials without the Department’s approval.

The Contractor shall submit all materials relating to Marketing Activities to the Department and shall allow
the Department and its State Medical Assistance and Services Advisory Council to review any materials the
Contractor proposes to use for Marketing Activities before distributing the materials. Based on this review,
the Department may require changes to any materials before the Contractor may distribute those materials,
or may disallow the use of any specific materials in its sole discretion.

The Contractor shall specify methods of assuring the Department that Marketing, including plans and
materials, is accurate and does not mislead, confuse or defraud Members or the Department.

The Contractor shall distribute the marketing materials to its entire Region as defined by the Contract.

The Contractor shall not seek to influence enrollment in conjunction with the sale or offering of any private
insurance.

The Contractor and any Subcontractors shall not, directly or indirectly, engage in door-to- door, telephone
or other cold call marketing activities.

The Contractor shall not create marketing materials that contain any assertion or statement, whether written
or oral, that the potential Member must enroll with the Contractor to obtain benefits or not to lose benefits.

The Contractor shall ensure that Marketing Materials do not contain any assertion or statement, whether
written or oral, that the Contractor is endorsed by the Centers for Medicare and Medicaid Services, the
federal or state government or similar entity.

The Contractor shall only engage in Marketing Activities in compliance with federal and state laws,
regulations, policies and procedures.

7.5. Health Needs Survey

7.5.1.

7.5.2.

7.5.3.

7.5.3.1.

7.5.4.

The Department has developed a Health Needs Survey to be completed by Members as part of the
onboarding process to capture some basic information about a Member’s individual needs. The Health
Needs Survey is a brief set of questions capturing important and time- sensitive health information.

The Contractor shall use the results of the Health Needs Survey, provided by the Department, to inform
Member outreach and Care Coordination activities.

The Contractor shall have the capability to process a daily data transfer from the Department or its delegate
containing responses to Member Health Needs Surveys.

The Contractor shall review the Member responses to the Health Needs Survey on a regular basis to
identify Members who may benefit from timely contact and support from the Member’s PCMP and/or
RAE.

The Department reserves the right to adjust the Health Needs Survey during the term of the contract.
Contractor will assist the Department in improving this survey and its ability to meet the objectives of the
Accountable Care Collaborative to identify chronic conditions, emerging health risks and opportunities for
intervention, care coordination, and cost control. Contractor will work with Department to smoothly
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implement any new tools and/or aggregate member information to better meet the objectives of the Needs
Survey and the Accountable Care Collaborative.

7.6. Member Onboarding and EPSDT Outreach

7.6.1.
7.6.2.

7.6.2.1.

7.6.2.2.

7.6.2.3.

7.6.3.

7.6.3.1.

7.6.3.2.
7.6.3.3.
7.6.3.4.
7.6.3.5.
7.6.3.6.

7.6.4.

7.6.4.1.

7.6.5.

7.6.6.

7.6.6.1.
7.6.6.2.
7.6.6.3.
7.6.6.4.
7.6.6.5.

The Contractor shall onboard enrolled Members to Medicaid and the Accountable Care Collaborative.

The Contractor shall inform pregnant women and EPSDT eligible Members, or their families or caregivers,
about the EPSDT program in accordance with requirements specified in 42 CFR § 441.56 and the State
Medicaid Manual Chapter V, Section 5121.

The Contractor shall inform Members about the EPSDT program generally within 60 days of the
Member’s initial Medicaid eligibility determination or after a Member regains eligibility following a
greater than 12-month period of ineligibility.

The Contractor shall inform Members about the EPSDT program generally within 60 days of identification
of the Member being pregnant.

At least one time annually, the Contractor shall outreach Members who have not utilized EPSDT services
in the previous 12 months in accordance with the American Association of Pediatrics (AAP) “Bright
Futures Guidelines” and “Recommendations for Preventive Pediatric Health Care”.

The Contractor shall provide EPSDT-eligible Members, including children involved with child welfare, with
the following minimum information:

The benefits of preventive health care, including the American Association of Pediatrics’ Bright Futures
Guidelines

The services available to Members under the EPSDT program;
Where the EPSDT services are available,

How to obtain EPSDT services;

How the EPSDT services are available without cost to the Member;
How to request necessary transportation and scheduling assistance.

The Contractor shall be accountable for providing information on EPSDT at least once to households with
multiple EPSDT-Eligible Members residing in the household. The Contractor will not be held accountable
for providing EPSDT information to each individual EPSDT-Eligible Member residing in the household.

The Contractor does not need to inform households more than once in a twelve-month period when
Members lose and regain Medicaid eligibility during that twelve-month period.

The Contractor’s communications about EPSDT shall be delivered using easy-to-understand, non-technical
language.

The Contractor shall use a combination of oral and written materials to outreach EPSDT- eligible Members,
including but not limited to:

Mailed letters, brochures or pamphlets
Face-to-face interactions

Telephone calls

Video-conferencing

Automated calls
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7.6.6.6.

7.6.6.7.

7.6.7.

7.6.7.1.

7.6.8.

7.6.8.1.
7.6.8.2.
7.6.8.3.

7.6.8.4.
7.6.8.5.

7.6.9.

7.6.10.

7.6.10.1.

7.6.11.

7.6.11.1.
7.6.11.2.
7.6.12.

7.6.12.1.
7.6.12.2.

Email messages
Text/SMS messaging

The Contractor shall conduct outreach activities to EPSDT-eligible Members to ensure that children receive
regularly scheduled examinations of physical and mental health, growth, development, and nutritional status
in accordance with the American Association of Pediatrics’ Bright Futures Guidelines.

The Contractor shall monitor EPSDT-eligible Members’ receipt of screenings and examinations in
accordance with American Association of Pediatrics’ Bright Futures Guidelines.

The Contractor shall employ proven best practices for outreach including:
Using multiple methods of communication
Staggering message delivery to different days of the week or hours of the day

Limit telephone (including automated) calls and text messages to between the hours of 8§ a.m. and 9 p.m.
Monday through Friday and 10 a.m. through 4 p.m. Saturday or Sunday.

Attempt to reach members more than once through multiple methods

Target outreach activities to particular "at risk" groups, to be defined in collaboration with the Department.
For example, mothers with babies to be added to assistance units, families with infants, or adolescents,
first time eligibles, and those not using the program for over 2 years might benefit most from oral methods.

The Contractor shall provide referrals to Title V and similar programs when appropriate to the individual
needs of the Member. Title V and similar programs include but are not limited to: Head Start; the Special
Supplemental Food Program for Women, Infants and Children (WIC); school health programs of state and
local education agencies (including the Education for all Handicapped Children Act of 1975); and social
services programs under Title XX.

The Contractor shall collaborate with the Department to develop and share best practices for educating
Members about EPSDT and outreaching EPSDT-Eligible Members to improve adherence to the American
Association of Pediatrics (AAP) “Bright Futures Guidelines™.

The Contractor shall actively participate with the Department and other RAEs in creating a mutually-
agreed upon document establishing evidence-based standards for communication and outreach related to
EPSDT.

The Contractor shall submit a quarterly EPSDT Outreach Report to the Department, in a format to be
determined by the Department. The Quarterly EPSDT Outreach Report will include descriptions of the
Contractor’s communication methods for outreach and individual member reporting of completed outreach
activities and attempted outreach activities.

DELIVERABLE: EPSDT Outreach Report
DUE: Quarterly, forty-five (45) days after the end of the reporting period

The contractor shall submit to the Department an annual EPSDT Outreach Plan that describes processes
utilized to effectively inform individuals as required, generally, within 60 days of the individual's initial
Medicaid eligibility determination and in the case of families which have not utilized EPSDT services,
annually thereafter.

DELIVERABLE: EPSDT Outreach Plan
DUE: Annually, on July 31

7.77. Promotion of Member Health and Wellness
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7.7.1.  The Contractor shall develop programs and materials that complement Department initiatives and other
activities to assist Members in effectively utilizing Medicaid benefits and to support Members in becoming
proactive participants in their health and well-being.

7.7.1.1.  The Contractor’s Member programs and materials shall align with the Population Management
Framework and shall be part of the Contractor’s Population Management Strategic Plan.

7.7.2.  The Contractor is encouraged to test and evaluate different Member health promotion and activation
strategies, from high-touch, personal interactions to technology-based solutions.

7.7.3.  The Contractor shall monitor and share lessons learned at the Operational Learning Collaborative.
7.7.4.  The Contractor shall collaborate with the Department on joint initiatives, as appropriate.
7.8. Member Engagement Report

7.8.1.  The Contractor shall submit a bi-annual report to the Department describing how the Contractor engaged
Members and Community stakeholders in the Accountable Care Collaborative, in a format determined by
the Department. The Member Engagement Report shall include number of population health educational
outreach contacts in alignment with the Department’s Population Management Framework.

7.8.1.1. DELIVERABLE: Member Engagement Report
7.8.1.2.  DUE: Every six (6) months, by August 15 and February 15

8. GRIEVANCES AND APPEALS

8.1. In accordance with 42 C.F.R. § 438 Subpart F and 10 CCR 2505-10, Section 8.209 of the Medicaid state rules
for Managed Care Grievances and Appeals Processes, the Contractor shall have a Grievance and Appeal system
to handle Grievances about any matter related to this Contract other than an adverse benefit determination and
Appeals of an adverse benefit determination for the Capitated Behavioral Health Benefit, as well as processes
to collect and track information about them.

8.1.1.  The Contractor shall have only one level of appeal for enrollees as required by 42 C.F.R. § 438.402(b).

8.2. The Contractor shall understand the Department’s procedures for handling Appeals of physical health adverse
benefit determinations and shall assist Members in following the Department’s procedures.

8.3. The Contractor shall give Members assistance in completing forms and other procedural steps in the Grievance
and Appeals process, including, but not limited to, providing interpreter services and toll-free numbers with a
Teletypewriter/Telecommunications Device for the Deaf (TTY/TDD) and interpreter capability.

8.4. The Contractor shall inform Network Providers and subcontractors, at the time they enter into a contract about
the following, in compliance with 42 CFR 438.414 and 42 CFR 438.10(g)(2)(x1)(A) - (B):

8.4.1. The Member’s right to file an Appeal, including:
8.4.1.1.  The requirements and timeframes for filing.
8.4.1.2.  The availability of assistance with filing.
8.4.1.3.  The toll-free number to file orally.

8.4.2.  The Member’s right to a State Fair Hearing, how Members obtain a hearing, and the representation rules at
a hearing.
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8.4.3.

8.4.4.
8.4.5.
8.4.6.

The Member’s right to request a continuation of benefits during an Appeal or State Fair Hearing filing,
although the Member may be liable for the cost of any continued benefits if the adverse benefit determination
is upheld.

The Member's right to file Grievances related to the Contractor or services provided through the Contractor.
Any rights the Provider has to Appeal or otherwise challenge the failure of the Contractor to cover a service.

Any timeliness considerations in filing a Grievance, filing for an Appeal, filing for a State Fair Hearing, or
seeking a Continuation of Benefits.

8.5. Grievances

8.5.1.

8.5.2.

8.5.3.

8.5.4.

8.5.4.1.
8.5.4.2.
8.5.4.3.
8.5.5.

8.5.6.

8.5.7.

8.5.7.1.
8.5.7.2.

8.5.8.

8.5.9.

8.5.10.

8.5.10.1.

The Contractor shall establish and maintain a Grievance process through which Members may express
dissatisfaction about any matter related to this Contract other than an Adverse Benefit Determination.

The Contractor shall ensure that information about the Grievance process, including how to file a Grievance,
is available to all Members and is given to all Network Providers and subcontractors.

The Contractor shall allow a Member to file a Grievance either orally or in writing at any time and shall
acknowledge receiving the Grievance.

The Contractor shall ensure that decision makers on Grievances were not involved in previous levels of
review or decision-making nor were a subordinate of anyone who was. The decision maker shall be a health
care professional with clinical expertise in treating the Member’s condition or disease if any of the following

apply:
The Grievance is regarding a denial of expedited resolutions of an Appeal.
The Member is appealing a denial that is based on lack of Medical Necessity.

The Grievance or Appeal involves clinical issues.

The Contractor shall make a decision regarding the Grievance and provide notice to the Member of its
decision within fifteen (15) Business Days of when the Member files the Grievance.

The Contractor may extend the timeframe for processing a Grievance by up to fourteen (14) calendar days
if a Member requests; or the Contractor shows (to the satisfaction of the Department, upon its request) that
there is a need for additional information and that the delay is in the Member’s best interest.

If the Contractor extends the timeline for a Grievance not at the request of a Member, the Contractor shall:
Make reasonable efforts to give the Member prompt oral notice of the delay;

Give the Member written notice, within two (2) calendar days, of the reason for the decision to extend the
timeframe and inform the Member of the right to file a Grievance if he or she disagrees with that decision.

The Contractor shall notify a Member of the resolution of a Grievance and ensure such methods meet, at a
minimum, the standards described at 42 C.F.R § 438.10.

If a Member is dissatisfied with the disposition of a Grievance, the Member may bring the unresolved
Grievance to the Department. The Department’s decision is final.

The Contractor shall document problems a Network Provider submits to the Contractor, and the solutions
the Contractor has offered to the Network Provider. The Department may review any of the documented
solutions. If the Department determines the solution to be insufficient or otherwise unacceptable, it may
direct the Contractor to find a different solution or follow a specific course of action.

If the Department is contacted by a Member, family members or caregivers of a Member, advocates, the
Ombudsman for Medicaid Managed Care, or other individuals/entities with a Grievance regarding
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concerns about the care or lack of care a Member is receiving, the Contractor shall address all issues as
soon as possible after the Department has informed the Contractor of the concerns. The Contractor shall
keep the Department informed about progress on resolving concerns in real time, and shall advise the
Department of final resolution.

8.6. Notice of Adverse Benefit Determination

8.6.1.

8.6.1.1.
8.6.1.2.
8.6.1.3.
8.6.1.4.
8.6.1.5.
8.6.1.6.
8.6.1.7.

8.6.1.8.
8.6.1.9.
8.6.1.10.
8.6.1.11.

8.6.1.12.

8.6.2.

8.6.3.

8.6.3.1.

8.6.3.2.

8.6.4.

8.6.4.1.
8.6.4.2.
8.6.4.3.

8.6.4.4.

When a Contractor denies coverage of or payment for a Covered Behavioral Health service, the Contractor
shall send to the Member a notice of adverse benefit determination that meets the following requirements:

Is in writing.

Is available in the state-established prevalent non-English languages in its region.

Is available in alternative formats for persons with special needs.

Is in an easily understood language and format.

Explains the adverse benefit determination the Contractor or its subcontractor has taken or intends to take.
Explains the reasons for the adverse benefit determination.

Provides information about the Member’s right to file an Appeal, or the Provider’s right to file an Appeal
when the Provider is acting on behalf of the Member as the Member’s designated representative.

Explains the Member’s right to request a State Fair Hearing.
Describes how a Member can Appeal or file a Grievance.
Gives the circumstances under which expedited resolution of an Appeal is available and how to request it.

Explains the Member’s right to have benefits continue pending the resolution of the Appeal, how to request
that benefits be continued, and the circumstances under which the Member may be required to pay the
costs of continued services.

Explains the right of the Member to be provided upon request and free of charge, reasonable access to and
copies of all documents, records, and other information relevant to the Member’s adverse benefit
determination.

The Contractor shall ensure that decision makers take into account all comments, documents, records, and
other information submitted by the Member or their representative without regard to whether such
information was submitted or considered in the initial adverse benefit determination.

The Contractor shall give notice according to the following schedule:

At least ten (10) days before the date of action, if the adverse benefit determination is a termination,
suspension or reduction of previously authorized Medicaid-covered services.

As least five (5) days prior to the date of adverse benefit determination if the Contractor has verified
information indicating probable beneficiary fraud.

By the date of adverse benefit determination when any of the following occur:
The Member has died.
The Member submits a signed written statement requesting service termination.

The Member submits a signed written statement including information that requires termination or
reduction and indicates that the Member understands that service termination or reduction will occur.

The Member has been admitted to an institution in which the Member is ineligible for Medicaid services.
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8.6.4.5.
8.6.4.6.

8.6.4.7.
8.6.4.8.
8.6.4.9.
8.6.5.
8.6.6.

8.6.6.1.

8.6.6.2.

8.6.7.

8.6.8.

8.6.8.1.

The Member’s address is determined unknown based on returned mail with no forwarding address.

The Member is accepted for Medicaid services by another local jurisdiction, state, territory or
commonwealth.

A change in the level of medical care is prescribed by the Member’s physician.
The notice involves an adverse determination with regard to preadmission screening requirements.
The transfer or discharge from a facility will occur in an expedited fashion.
On the date of adverse benefit determination when the adverse benefit determination is a denial of payment.

As expeditiously as the Member’s health condition requires, but no longer than ten (10) calendar days
following receipt of the request for service, for standard authorization decisions that deny or limit services.

The Contractor may extend the ten (10) calendar day service authorization notice timeframe of up to
fourteen (14) additional days if the Member or the Provider requests extension; or if the Contractor justifies
a need for additional information and shows how the extension is in the Member’s best interest.

If the Contractor extends the ten (10) day service authorization notice timeframe, it must give the Member
written notice of the reason for the extension and inform the Member of the right to file a Grievance if
he/she disagrees with the decision.

On the date that the timeframes expire, when service authorization decisions are not reached within the
applicable timeframes for either standard or expedited service authorizations.

For cases in which a Provider, or the Contractor, determine that following the standard authorization
timeframe could seriously jeopardize the Member’s life or health or his/her ability to attain, maintain, or
regain maximum function, the Contractor shall make an expedited service authorization decision and
provide notice as expeditiously as the Members health condition requires and no later than seventy-two (72)
hours after receipt of the request for service.

The Contractor may extend the seventy-two (72) hours expedited service authorization decision time
period by up to fourteen (14) calendar days if the Member requests an extension, or if the Contractor
justifies a need for additional information and how the extension is in the Member’s interest.

8.7. Handling Appeals for the Capitated Behavioral Health Benefit

8.7.1.

8.7.2.
8.7.3.

8.7.4.

8.7.4.1.
8.7.4.2.
8.7.4.3.
8.7.5.

8.7.5.1.

The Contractor shall handle Appeals of adverse benefit determination for the Capitated Behavioral Health
Benefit, in compliance with 42 C.F.R. § 438.400.

The Contract shall acknowledge receipt of each Appeal, in accordance with 42 C.F.R. § 438.406(b)(1).

The Contractor shall ensure that decision makers on Appeals were not involved in previous levels of review
or decision-making nor a subordinate of any such individual.

The decision maker shall be a health care professional with clinical expertise in treating the Member’s
condition or disease if any of the following apply:

The Grievance is regarding a denial of expedited resolutions of an Appeal.
The Member is appealing a denial that is based on lack of Medical Necessity.
The grievance or appeal involves clinical issues.

The Contractor shall allow Members, and Providers acting on behalf of a Member and with the Member’s
written consent, to file Appeals:

Within sixty (60) calendar days from the date of the Contractor’s notice of adverse benefit determination.
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8.7.6.  The Contractor shall ensure that oral inquiries seeking to Appeal an adverse benefit determination are treated
as Appeals.

8.7.7.  If the Member, or Provider acting on behalf of the Member, orally requests an expedited Appeal, the
Contractor shall not require a written, signed Appeal following the oral request.

8.7.8.  The Contractor shall provide a reasonable opportunity for the Member to present evidence and allegations
of fact or law, in person as well as in writing.

8.7.9. If the Member requests an expedited Appeal resolution, the Contractor shall inform the Member of the
limited time available to present evidence and allegations of fact or law.

8.7.10. The Contractor shall give the Member and the Member’s representative an opportunity, sufficiently in
advance before and during the Appeals process, to examine the Member’s case file, including medical
records and any other documents and records free of charge and sufficiently in advance of the resolution
timeframe.

8.7.11. The Contractor shall consider the Member, the Member’s representative, or the legal representative of a
deceased Member’s estate as parties to an Appeal.

8.7.12. The Contractor shall take no punitive action against a provider who either requests an expedited resolution
or supports a Member’s appeal, in accordance with 42 C.F.R. § 438.410.

8.7.13. Continuation of Benefits and Services During an Appeal

8.7.13.1. The Contractor shall continue the Member’s benefits while a Capitated Behavioral Health Benefit Appeal
is in the process if all of the following are met:

8.7.13.1.1. The Appeal is filed on or before the later of:

8.7.13.1.1.1. Ten (10) days after the Contractor mailed the notice of adverse benefit determination.

8.7.13.1.1.2. The intended effective date of the Contractor’s proposed adverse benefit determination.

8.7.13.1.2. The Appeal involves the termination, suspension or reduction of a previously authorized course of
treatment.

8.7.13.1.3. The services were ordered by an authorized Provider.

8.7.13.1.4. The authorization period has not expired.
8.7.13.1.5. The Member requests an extension of benefits.

8.7.13.2. If the Contractor continues or reinstates the Member’s benefits while the Appeal is pending, the benefits
shall be continued until one of the following occurs:

8.7.13.2.1. The Member withdraws the Appeal or request for a State Fair Hearing.

8.7.13.2.2. The Member does not request a State Fair Hearing with continuation of benefits within ten (10) days
after the date the Contractor mails an adverse Appeal decision.

8.7.13.2.3. A State Fair Hearing decision adverse to the Member is made.
8.7.13.2.4. The service authorization expires, or the authorization limits are met.

8.7.13.3. The Contractor may recover the cost of the continued services furnished to the Member while the Appeal
was pending if the final resolution of the Appeal upholds the Contractor’s adverse benefit determination.

8.7.13.4. The Contractor shall authorize or provide the disputed services promptly, and as expeditiously as the
Member’s health condition requires but no later than seventy-two (72) hours from the date of reversal if
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the

services were not furnished while the Appeal was pending and if the Contractor or State Fair Hearing

Officer reverses a decision to deny, limit, or delay services.

8.7.13.5. The Contractor shall pay for disputed services received by the Member while the Appeal was pending,
unless state policy and regulations provide for the state to cover the cost of such services, when the
Contractor or State Fair Hearing Officer reverses a decision to deny authorization of the services.

8.7.13.6. The Contractor shall notify the requesting Provider and give the Member written notice of any decision to
deny a service authorization request, or to authorize a service in an amount, duration, or scope that is less
than requested.

8.7.14. Resol

ution and Notification of Appeals

8.7.14.1. The Contractor shall resolve each Appeal and provide notice as expeditiously as the Member’s health
condition requires and no later than the date the extension expires, and not to exceed the following:

8.7.14.1.1.

For standard resolution of an Appeal and notice to the affected parties, ten (10) working days from the
day the MCO or PIHP receives the Appeal.

8.7.14.2. The Contractor may extend the timeframe for processing an Appeal by up to fourteen (14) calendar days
if the Member requests; or the Contractor shows (to the satisfaction of the Department, upon its request)

that

8.7.14.2.1.

8.7.14.2.2.

8.7.14.2.3.

8.7.14.2.4.

8.7.14.2.5.

8.7.14.2.6.

there is a need for additional information and that the delay is in the Member’s best interest.

The Contractor shall provide the Member with written notice within two (2) calendar days after the
extension of the reason for any extension to the timeframe for processing an Appeal that is not
requested by the Member. The Contractor shall establish and maintain an expedited review process for
Appeals when the Contractor determines from a request from the Member or when the Network
Provider indicates, in making the request on the Member’s behalf or supporting the Member’s request,
that taking the time for a standard resolution could seriously jeopardize the Member’s life or health or
ability to attain, maintain, or regain maximum function.

If the Contractor denies a request for expedited resolution of an Appeal, the Contractor shall transfer
the Appeal to the standard timeframe for Appeal resolution and give the Member prompt oral notice
of the denial and a written notice within two (2) calendar days after receiving the request for expedited
resolution.

The Contractor shall resolve each expedited Appeal and provide notice as expeditiously as the
Member’s health condition requires, within state-established timeframes not to exceed seventy-two
(72) hours after the Contractor receives the expedited Appeal request.

The Contractor may extend the timeframe for processing an expedited Appeal by up to fourteen (14)
calendar days if the Member requests the extension; or the Contractor shows that there is need for
additional information and that the delay is in the Member’s best interest.

The Contractor shall provide the Member with written notice within two (2) calendar days and make
a reasonable effort to give the Member prompt oral notice of the reason for any extension to the
timeframe for processing an expedited Appeal that is not requested by the Member and inform the
Member of the right to file a grievance if he or she disagrees with that decision.

The Contractor shall provide written notice, and make reasonable efforts to provide oral notice, of the
resolution of an expedited Appeal.

8.7.14.3. The Contractor shall provide written notice of the disposition of the Appeals process, which shall include
the results and data of the Appeal resolution.

8.7.14.4. For
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8.7.14.4.1.
8.7.14.4.2.
8.7.14.4.3.
8.7.14.4.4.

The Member’s right to request a State Fair Hearing.
How the Member can request a State Fair Hearing.
The Member’s right to continue to receive benefits pending a hearing.

Notice that the Member may be liable for the cost of any continued benefits if the Contractor’s adverse
benefit determination is upheld in the hearing.

8.7.15. State Fair Hearing

8.7.15.1.

8.7.15.1.1.

8.7.15.2.

8.7.15.3.

8.7.15.4.

8.7.15.5.

The Contractor shall allow a Member to request a State Fair Hearing after the Member has exhausted the
Contractor’s Appeal process.

The Member has one hundred and twenty (120) calendar days from the date of a notice of an adverse
Appeal resolution to request a State Fair Hearing.

If the Contractor does not adhere to the notice and timing requirements regarding a Member’s Appeal, the
Member is deemed to have exhausted the Appeal process and may request a State Fair Hearing.

The Contractor shall be a party to the State Fair Hearing as well as the Member and his or her representative
or the representative of a deceased Member’s estate.

The state’s standard timeframe for reaching its decision on a State Fair Hearing request is within ninety
(90) days after the date the Member filed the Appeal with the Contractor, excluding the days the Member
took to subsequently file for a State Fair Hearing.

The Contractor shall participate in all State Fair Hearings regarding Appeals and other matters arising
under this contract.

8.7.16. Expedited State Fair Hearing

8.7.16.1.

8.7.16.1.1.

8.7.16.1.2.

When the Appeal is heard first through the Contractor’s Appeal process, the Department’s Office of
Appeals shall issue a final agency decision for an expedited State Fair Hearing decision as expeditiously
as the Member’s health condition requires, but no later than 72 hours from the Department’s receipt of a
hearing request for a denial of service that:

Meets the criteria for an expedited Appeal process but was not resolved with the Contractor’s expedited
Appeal timeframes, or

Was resolved wholly or partially adversely to the Member using the Contractor’s expedited Appeal
timeframes.

8.8. Ombudsman for Medicaid Managed Care

8.8.1.  The Contractor shall utilize and refer Members to the Ombudsman for Medicaid Managed Care to assist
with problem-solving, Grievance resolution, in-plan and administrative law judge hearing level Appeals,
and referrals to Community resources, as appropriate.

8.8.1.1.

8.8.1.2.

The Contractor shall share PHI, with the exception of psychotherapy notes and substance use disorder-
related information, with the Ombudsman upon request from the Ombudsman, without requiring a signed
release of information or other permission from the Member, unless the Contractor has previously obtained
written and explicit instructions from the Member not to share information with the Ombudsman.

The Contractor shall create a policy outlining these requirements that can be easily distributed to Network
Providers, subcontractors, advocates, families, and Members.

8.9. Grievance and Appeals Report
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8.9.1.

8.9.1.1.
8.9.1.2.
8.9.1.3.
8.9.14.
8.9.1.5.
8.9.1.6.
8.9.1.6.1.
8.9.1.6.2.

The Contractor shall submit a quarterly Grievance and Appeals Report that includes the following
information about Member Grievances and Appeals:

A general description of the reason for the Grievance or Appeal.

The date received.

The date of each review or, if applicable review meeting.

Resolution at each level of the Appeal or Grievance, if applicable.

Date of resolution at each level, if applicable.

Name of the covered Member for whom the Appeal or Grievance was filed.
DELIVERABLE: Grievance and Appeals Report
DUE: Forty-five (45) days after the end of the reporting quarter.

9. NETWORK DEVELOPMENT AND ACCESS STANDARDS
9.1. Establishing a Network

9.1.1.

9.1.2.

9.1.2.1.

9.1.3.

9.1.3.1.
9.1.3.2.
9.1.3.3.
9.1.34.
9.1.3.5.
9.1.3.6.
9.1.3.7.
9.1.3.8.
9.1.3.9.

9.14.

9.14.1.
9.14.2.

9.1.4.3.

The Contractor shall create, administer and maintain a network of PCMPs and a network of behavioral
health providers, building on the current network of Medicaid Providers, to serve the needs of its Members.

The Contractor shall maintain a service delivery system that includes mechanisms for ensuring access to
high-quality, general and specialized care, from a comprehensive and integrated provider network.

The Contractor may create networks based on quality indicators, credentials, and price.

The Contractor shall ensure that its contracted networks are capable of serving all Members, including
contracting with Providers with specialized training and expertise across all ages, levels of ability, gender
identities, and cultural identities. The Contractor’s networks shall include, but not be limited to, the
following:

Public and Private providers, including independent practitioners.
Federally Qualified Health Centers (FQHC).

Rural Health Clinics (RHC).

Community Mental Health Centers (CMHC).

Substance Use Disorder Clinics

School Based Health Centers (SBHC).

Indian Health Care Providers.

Essential Community Providers (ECP).

Providers capable of billing both Medicare and Medicaid.

The Contractor shall take the following into consideration, as required by 42 C.F.R. § 438.206, when
establishing and maintaining its networks:

The anticipated number of Members.

The expected utilization of services, taking into consideration the characteristics and health care needs of
specific Medicaid populations represented.

The numbers and types (in terms of training, experience and specialization) of providers required to furnish
the covered services.
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9.1.4.4.
9.145.

9.1.6.1.

9.1.6.2.

9.1.6.3.

9.1.6.4.

9.1.7.1.

9.1.9.

9.1.10.

9.1.11.

9.1.12.

9.1.13.

The numbers of participating providers who are accepting new Members.

The geographic location of providers and Members, considering distance, travel time, the means of
transportation ordinarily used by Members, Members access to transportation and whether the location
provides physical access and accessible equipment for Medicaid Members with disabilities.

The Contractor shall develop and implement a strategy to recruit and retain qualified, diverse and culturally
responsive Providers including, but not limited to, Providers who represent racial and ethnic communities,
the deaf and hard of hearing community, the disability community and other culturally diverse communities
who may be served.

The Contractor may use mechanisms such as telemedicine to address geographic barriers to accessing
clinical providers from diverse backgrounds.

The Contractor shall document and post on its public website policies and procedures for the selection and
retention of Providers.

The Contractor shall ensure that its provider selection policies and procedures, consistent with 42 C.F.R.
§ 438.12, do not discriminate against particular providers that serve high- risk populations or specialize in
conditions that require costly treatment.

The Contractor shall not discriminate against any provider who is acting within the scope of his or her
license or certification under applicable state law, solely on the basis of that license or certification.

The Contractor shall comply with any additional provider selection requirements established by the
Department.

If the Contractor declines to include individual or groups of Providers in its provider network, the
Contractor shall give the affected Providers written notice of the reason for its decision in accordance with
42 C.F.R. § 438.12.

The Contractor shall document decisions on the admission or rejection of Providers in accordance with the
Contractor’s publicly posted policies and procedures and provide documented decisions to the Department
upon request.

The Contractor shall ensure that its network includes Providers who meet The Americans with Disabilities
Act of 1990 (ADA) access standards and communication standards or the Contractor shall offer alternative
locations that meet these standards.

The Contractor shall ensure that its networks provide the Contractor’s Members with a reasonable choice of
Providers.

The Contractor shall not be required to contract with more provider than necessary to meet the needs of its
Members.

The Contractor shall allow each Member to choose a PCMP and behavioral health professional to the extent
possible and appropriate.

The Contractor shall continually work to expand and enhance the Medicaid networks, including activities
such as recruiting new Providers and encouraging Network Providers to expand their capacity to serve more
Members.

The Contractor shall have policies and procedures describing the mechanisms used to ensure Provider
compliance with the terms of this Contract.

The Contractor shall document its relationship with and requirements for each PCMP and behavioral health
provider in the Contractor’s network in a written contract.
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The Contractor shall offer contracts to all willing and qualified FQHCs, CMHCs, RHCs, and Indian Health
Care Providers located in the Contract Region.

The Contractor may not employ or contract with Providers excluded from participation in Federal health
care programs under either section 1128 or section 1128A of the Social Security Act.

To the extent the Contractor has a Provider Network, the Contractor must permit an out-of- network Indian
Health Care Provider to refer an Indian enrollee to a Network Provider in accordance with 42 C.F.R. §
438.14(b)(6).

9.2. PCMP Network

9.2.1.

9.2.1.1.
9.2.1.2.
9.2.1.3.
9.2.14.

9.2.14.1.

9.2.1.5.

9.2.1.5.1.
9.2.1.5.2.
9.2.1.5.3.
9.2.1.5.4.
9.2.1.55.
9.2.1.5.6.
9.2.1.5.7.
9.2.1.5.8.
9.2.1.6.

9.2.1.7.

9.2.1.8.

9.2.1.9.

9.2.1.10.

9.2.1.11.

The Contractor shall only enter into written contracts with primary care providers that meet the following
criteria to qualify as a PCMP:

Enrolled as a Colorado Medicaid provider.
Licensed and able to practice in the State of Colorado.
Practitioner holds an MD, DO, or NP provider license.

Practitioner is licensed as one of the following specialties: pediatrics, internal medicine, family medicine,
obstetrics and gynecology, or geriatrics.

Community mental health centers and HIV/infectious disease practitioners may qualify as PCMPs
with the Contractor’s approval if all other PCMP criteria are met.

The practice, agency, or individual provider, as applicable, renders services utilizing one of the following
Medicaid Provider types:

Physician (Code 05).
Osteopath (Code 26).
Federally Qualified Health Center (Code 32).
Rural Health Clinic (Code 45).
School Health Clinic (Code 51).
Family/Pediatric Nurse Practitioner (Code 41).
Clinic-Practitioner Group (Code 16).
Non-physician Practitioner Group (Code 25).
Provides Care Coordination.
Provides 24/7 phone coverage with access to a clinician that can triage the Member’s health need.

Has adopted and regularly uses universal screening tools including behavioral health screenings, uniform
protocols, and guidelines/decision trees/algorithms to support Members in accessing necessary treatments.

Tracks the status of referrals to specialty care providers and provides the clinical reason for the referral
along with pertinent clinical information.

Has weekly availability of appointments on a weekend and/or on a weekday outside of typical workday
hours (Monday—Friday, 7:30 a.m.—5:30 p.m.) or school hours for School Health Clinics.

Uses available data (e.g., Department claims data, clinical information) to identify special patient
populations who may require extra services and support for health or social reasons. The practice must
also have procedures to proactively address the identified health needs.
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9.2.1.12. Collaborates with Member, family, or caregiver to develop an individual care plan for Members with
complex needs.

9.2.1.13. Uses an electronic health record or is working with the Contractor to share data with the Department.

9.2.2. The Contractor may enter into a written agreement with a primary care Provider to fulfill some of the
specific criteria listed above on behalf of a Provider, such as the Contractor provides 24/7 phone coverage
for a practice or provides Care Coordination for a practice. The Contractor shall partner with these PCMPs
to identify practice goals and support the PCMPs in working toward achieving these goals.

9.2.3.  The Contractor shall contract with all willing and qualified primary care Practice Sites located within the
Contractor’s region that meet the criteria for being a PCMP.

9.2.3.1.  The Contractor shall consider each Practice Site within a health organization, group, or system as a
separate PCMP Practice Site for the purposes of the Contactor’s PCMP network.

9.2.4.  To ensure PCMPs are affiliated with the RAE in interChange, the Contractor shall submit, in a manner and
format approved by the Department, information relating to all newly contracted PCMPs. PCMP
information shall include, at a minimum, the following:

9.2.4.1.  Provider Type

9.2.42. Provider Location ID

9.243. NPI

9.2.44. Tax ID/EIN

9.2.4.5. Practice Legal Name

9.2.4.6.  Practice DBA (if applicable)
9.2.4.7. Address

9.24.8. City

9.2.49. Zip Code

9.2.4.10. Email Contact

9.2.4.11. Phone Number

9.2.4.12.  FQHC/RHC/CMHC Designation
9.2.4.13. Specialty Designation (i.e. women only)
9.2.4.14. Enrollment Limit

9.2.5.  The Contractor shall submit information for all Network Providers within contracted PCMP Practice Sites
in a time, manner, and frequency determined by the Department. The information shall include, but may not
be limited to, the following:

9.2.5.1. Provider name;
9.2.5.2.  Provider ID;
9.2.5.3.  Address;
9.2.5.4. City;

9.2.5.5.  State;

9.2.5.6.  Zip code;
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9.2.5.7.  Telephone number;

9.2.5.8.  Provider type;

9.2.5.9.  Provider’s spoken languages;
9.2.5.10. Accessibility information;
9.2.5.11. Gender restriction information;
9.2.5.12. Age limit information;
9.2.5.13. Panel status (open/closed).

9.2.6. The Contractor shall not restrict the Member’s free choice of family planning services and supplies
providers.

9.2.7. If a female Member’s designated primary care physician is not a women’s health specialist, the Contractor
shall provide the Member with direct access to a women’s health specialty within the Provider Network for
covered routine and preventative women’s health care services.

9.3. Specialty Behavioral Health Provider Network

9.3.1.  The Contractor shall establish and maintain a statewide network of behavioral health providers that spans
inpatient, outpatient, laboratory, and all other covered mental health and substance use disorder services.

9.3.2.  The Contractor shall only enter into written contracts with behavioral health providers that are enrolled as
Colorado Medicaid providers.

9.3.3.  The Contractor shall enter into contracts with any willing and qualified Community Mental Health Center
in the state to enable Member choice and promote continuity of care.

9.3.4. The Contractor shall review residential and inpatient SUD provider policies and procedures to ensure that
they address the provision of onsite access and/or the facilitation of off-site access to medication assisted
treatment.

9.3.5.  Behavioral Health Provider Credentialing and Re-credentialing

9.3.5.1. The Contractor shall have documented procedures for credentialing and re-credentialing Network
behavioral health providers that is publicly available to providers upon request. The documented
procedures shall include the Contractor’s timeframes for the credentialing and re-credentialing processes.

9.3.5.1.1. The Contractor shall submit the Provider Credentialing Policies and Procedures to the Department.
9.3.5.1.1.1. DELIVERABLE: Provider Credentialing Policies and Procedures.
9.3.5.1.1.2. DUE: May 1, 2018.

9.3.5.2.  The Contractor shall ensure that all Network Behavioral Health Providers are credentialed.

9.3.5.2.1. The Contractor shall use National Committee on Quality Assurance (NCQA) credentialing and re-
credentialing standards and guidelines as the uniform and required standards for all contracts.

9.3.5.2.2. The Contractor may accept accreditation of primary care clinics by the Joint Commission on
Accreditation of Health Care Organization (JCAHO) to satisfy individual credentialing elements
required by this Contract or NCQA credentialing standards, if the Department deems the elements to
be substantially equivalent to the NCQA elements and/or standards.

9.3.5.3.  The Contractor shall credential all contracted Providers and ensure that re-credentialing of all individual
behavioral health practitioners occurs at least every three (3) years.
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9.3.6.

9.3.7.

The Contractor shall ensure that all laboratory-testing sites providing services under the Contract have either
a Clinical Laboratory Improvement Amendments (CLIA) Certificate of Waiver or a Certificate of
Registration along with a CLIA registration number.

The Contractor shall not enroll IHS/Tribal 638 providers in its Specialty Behavioral Health Provider
Network. The Contractor’s Network Providers shall serve tribal members who seek covered services, as
defined in Section 14.5 and Exhibit I. When Medicaid services are sought from [HS/Tribal 638 providers,
those providers shall bill the Department’s fiscal agent.

9.4. Access to Care Standards

94.1.

94.1.1.
94.1.2.
9.4.1.3.

94.2.
9.4.3.

9.4.4.

9.44.1.

94.5.

9.4.6.

94.7.

The Contractor shall ensure that its network is sufficient to meet the requirements for every Member’s access
to care to:

Serve all primary care and care coordination needs;
Serve all behavioral health needs; and
Allow for adequate Member freedom of choice amongst Providers.
The Contractor shall provide the same standard of care to all Members, regardless of eligibility category.

The Contractor shall ensure the Provider network is sufficient to support minimum hours of Provider
operation to include service coverage from 8:00 a.m.—5:00 p.m. Mountain Time, Monday through Friday.

The Contractor’s network shall provide for extended hours, outside the hours from 8:00 a.m.— 5:00 p.m., on
evenings and weekends and alternatives for emergency room visits for after- hours urgent care.

The Contractor shall ensure that evening and weekend support services for Members and families shall
include access to clinical staff, not just an answering service or referral service staff.

The Contractor shall implement a network management process and maintain an up-to-date database or
directory of contracted Providers approved to deliver services, which includes all the information listed in
Section 7.3.6 of this contract. The Contractor shall ensure that the directory is updated at least monthly and
shall be made available to the Department.

The Contractor shall ensure that its network provides for twenty-four (24) hour a day availability of
information, referral and treatment of emergency medical conditions in compliance with 42 C.F.R. §
438.3(q)(1).

The Contractor shall ensure that its PCMP network complies with the time and distance standards in the
following table:

A. PCMP NETWORK TIME AND DISTANCE STANDARDS

Urban County Rural County Frontier County

Required Maximum | Maximum | Maximum | Maximum | Maximum | Maximum
Providers Time Distance | Time Distance Time Distance

(minutes) | (miles) (minutes) | (miles) (minutes) (miles)
Adult Primary 30 30 45 45 60 60
Care Providers
Pediatric Primary | 30 30 45 45 60 60
Care Providers
Gynecology, 30 30 45 45 60 60
OB/GYN
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9.4.8.  The Contractor shall ensure that its PCMP network has a sufficient number of PCMPs so that each Member
has their choice of at least two (2) PCMPs within the maximum time or the maximum distance for their
county classification. For Rural and Frontier areas, the Department may adjust this requirement based on
the number and location of available Providers.

9.4.8.1. In the event that there are less than two (2) practitioners that meet the PCMP standards within the defined
area for a specific Member, then the Contractor shall not be bound by the requirements of the prior
paragraph for that Member.

9.4.8.2.  The Contractor shall use GeoAccess or a comparable service to measure the distance between the Members
and the Providers in the Contractor’s Region.

9.4.9. The Contractor shall ensure that its behavioral health network meets the time and distance standards
described in the table below for each practitioner type listed.

B. Behavioral Health Network Time and Distance Standards

Urban County Rural County Frontier County
Required Maximum | Maximum | Maximum | Maximum | Maximum | Maximum
Providers Time Distance Time Distance Time Distance

(minutes) (miles) (minutes) (miles) (minutes) (miles)

Hospitals (acute 20 20 30 30 60 60
care)
Psychiatrists and 30 30 60 60 90 90
other psychiatric
prescribers, for
adults
Psychiatrists and 30 30 60 60 90 90
other psychiatric
prescribers;
serving children
Mental Health 30 30 60 60 90 90
Provider; serving
adults
Mental Health 30 30 60 60 90 90
Provider; serving
children
Substance Use 30 30 60 60 90 90
Disorder
Provider; serving
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adults

Substance Use 30 30 60 60 90 90
Disorder
Provider; serving
children

9.4.10.

9.4.10.1.

9.4.10.2.

94.11.

94.11.1.
94.11.2.
94.11.3.
94.114.
94.11.5.
9.4.11.6.

9.4.12.

9.4.12.1.

9.4.13.

9.4.13.1.
9.4.13.2.
9.4.13.3.
9.4.13.4.

9.4.13.5.

The Contractor shall ensure that its behavioral health network has a sufficient number of Providers so that
each Member has their choice of at least two (2) behavioral health providers within the maximum time or the
maximum distance for their county classification. For Rural and Frontier areas, the Department may adjust
this requirement based on the number and location of available providers.

In the event that there are no behavioral health providers who meet the behavioral health provider
standards within the defined area for a specific Member, then the Contractor shall not be bound by the
time and distance requirements of the prior table for that Member.

The Contractor shall use GeoAccess or a comparable service to measure the distance between the Members
and the behavioral health providers in the Contractor’s Region.

The Contractor shall ensure that its Provider Network meets the following practitioner to Client ratios and
distance standards:

Adult primary care providers: One (1) practitioner per eighteen hundred (1,800) adult Members.
Mid-level a